





mn Frame 





THE JOURNAL 


OF THE 


OKLAHOMA STATE MEDICAL ASSOCIATION 








VOLUME XXXIiII 





OKLAHOMA CITY, OKLAHOMA, APRIL, 1940 


NUMBER 4 








Traumatic Affections of the Nose*™ 


GEORGE H. KIMBALL, M.D., F.A.C.S. 
N. ROBERT DRUMMOND, M.D. 


OKLAHOMA CITY, OKLAHOMA 


Injuries of the nose may be either to the 
soft tissue, to the bony and cartilaginous 
framework, or to a combination of both. 
Herewith is a brief discussion of these in- 
juries and their management. 


EXAMINATION OF THE INJURED NOSE 


The examination of the nose should be, 
first, to establish the extent of any damage 
to the soft tissue covering the nose. This 
may be done by a careful cleaning away of 
blood and close inspection of any lacerations 
or contusions. During this process care 
should be used to determine whether or not 
the continuity of the entire framework is 
altered. Bony fractures can usually be dis- 
covered by malalignment; and sometimes 
crepitation. Cartilaginous displacement is 
usually recognized by sight except in ex- 
treme swelling. The patency of the airways 
must be investigated. This is accomplished 
by cleaning the nose with a swab of hydrogen 
peroxide and visualization with a long bladed 
speculum. X-ray is of some value but is 
usually unnecessary for an accurate diagnos- 
is. In any injury of the nose the other struc- 
tures of the face as well as the rest of the 
body should receive due attention so that no 
injury will escape so far as one is able to 
determine. 


Sort TISSUE INJURIES 
Injuries of the soft tissue may be contus- 
ions, abrasions, lacerations or a loss of. a 
part of the covering structures. Contusions 
should be treated as those elsewhere in the 
body. After thoroughly establishing the 
continuity of the framework, these may be 





*Read before the Surgical Staff of University Hospital; Jan- 
uary 18, 1940. 


treated by cold packs for several hours fol- 
lowed by hot applications. Later if a hema- 
toma is formed that does not absorb, this 
may be aspirated and a mild pressure dress- 
ing applied provided there is no active infec- 
tion present. Abrasions should be cleansed 
of any foreign material. If these contain 
road oil or dirt that is not readily removed, 
the patient should be given an anesthetic and 
the foreign material removed by vigorous 
scrubbing to avoid tattoo. The lesion is then 
dressed with a grease gauze and allowed to 
epithelize. 

Lacerations require cleaning, trimming of 
devitalized tissue and accurate approxima- 
tion of the wound margins with a non-ab- 
sorbable suture. The after care is that of 
keeping the wound clean and removal of su- 
tures as soon as practical, that is within for- 
ty-eight to seventy-two hours. 


Injuries which result in loss of tissue pre- 
sent a much more difficult problem. The 
question arises as to when the replacement 
should be done. If the area is clean and the 
loss is that of skin without deeper struc- 
tures, after careful hemostasis, a thick split 
graft will probably give the best result. In 
complete severance of the tip of the nose if 
the severed portion is kept clean and moist, 
we find that in most instances it can be su- 
tured into position within a few hours after 
the injury and will remain viable. The tip 
should be sutured accurately without dead 
space and afterwards should be kept in a 
moist, warm, but not hot, dressing. This 
assumes that the general condition of the 
patient will permit the procedure. Dry heat 
in this instance is extremely detrimental. In 
case of larger losses where the addition of 
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Fig. 1.—Loss of tip of nose replaced by a tubed ped 
icle from the neck. 


subcutaneous tissue is necessary the area 
should be cleaned and dressed with a moist 
saline dressing until a plan of repair can 
be evolved. A temporary split graft often 
serves as a covering until the more extensive 
surgery can be completed. (See Fig. 1). 
(Group 1). 


COMPOUND FRACTURES 

Compound fractures of the nose are usual- 
ly mutilating unless adequate care is render- 
ed. Residual scars and deformity may even 
then ensue. Such injuries may or may not 
result in the loss of tissue. If there is no 
loss of substance, the wound should be clean- 
ed under general anesthesia, if the patient’s 
condition permits, and the soft tissues care- 
fully sutured into their original position. 
Following this the framework is to be recon- 
structed as later described. (See Fig 2). 
Fragments of bone and cartilage should not 


Fig. 2.—Compound fracture of nose 
repaired by cleansing, suturing, and 
reduction of the fracture. No fixa- 
tion. 


be removed unless entirely detached. If these 
injuries result in loss of substance, they 
should be dealt with as described above in 
connection with soft tissue injuries. If the 
loss is extensive, soft tissue reconstruction 
should be as complete as possible with the 
view of later transporting tissue from other 
portions of the body. Bony losses should 
receive later attention. (Group 2). 


SIMPLE FRACTURES 


In the simple fractures, there is usually 
nose bleed which in most instances will be 
controlled by rest and digital pressure. If 
the patient’s condition permits, he should be 
anesthetized either by general or local anes- 
thesia. We feel that intravenous anesthesia 
is ideal for this work. The bridge of the 
nose is gently elevated by a strong, straight 
instrument, as a male sound or large hemo- 
stat, and with the free hand the arch is 
moulded into position. This is usually a nar- 
rowing and straightening process. In many 
cases fixation is unnecessary but in the case 
of comminution a stainless steel wire, 30 to 
32 gauge, may be mattressed through the 
bridge and large lead plates used for fixa- 
tion. In the more severe cases an internal 
splint may be needed, fixed either to the 
teeth or a plaster head cap. Packing is to be 
avoided but may be necessary to control 
hemorrhage or to act as a mild internal splint 
for 24 to 48 hours. The septum is straight- 
ened by the blades of a long speculum or the 
elevating instrument. The lead plates used 
for fixation may be removed at the end of 
the two weeks in most cases. 


OLD TRAUMATIC DEFORMITIES 


Old traumatic deformities may present 
any variety of deformity from a disturbance 
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Fig. 3.—Prize fighter’s nose repaired by osteotomy 


and manual moulding. 


of the line of the columella to a loss of the 
entire nose. Loss of the soft tissue usually 
requires transportation of the tissue from 
the forehead, neck, arm, or other accessible 
locations. Loss of the bony framework may 
require substitution of cartilage, either auto- 
genous or preserved, for support, either with 
or without the addition of soft tissue. In 
fractures from two weeks to several months 
old, there is usually a lateral deviation of 
the line of the dorsum with a widening and 
flattening of the arch. This deformity may 
be corrected by an osteotomy of the nasal 
bones at or near their junction with the fron- 
tal process of the maxillary bone, and by 
manual moulding. (See Fig. 3). (Group 3). 


In older cases, especially those that occur 
in childhood and are not elevated until some 
years later, there is frequently an arrest of 
the development of the nasal bones. These 
cases will require in addition to the proced- 
ure already described, the insertion of some 
cartilage for support. The cartilage, which 





Fig. 5.—Old fracture of nose repaired by osteotomy 
and pickled cartilage graft. 


may be either autogenous or preserved, can 
be carved to accurately fill the defect and 
give the cosmetic and functional support that 
is needed. (See Fig. 4 & 5). In some of the 
old cases a secondary submucous resection 
may be necessary to give the required free- 
dom from obstruction to the air passage, 
which is so often connected with the deform- 
ity. The septum may be dealt with satisfac- 
torily at the same operation, either by sev- 
erance of the base with a chisel and re-align- 
ment, removal or replacement (Peer). In 
one way or another the septal pull must be 
relieved. (Groups 4 & 5). 


CONCLUSIONS 


1. Traumatic conditions of the nose have 
been outlined and their treatment briefly 
discussed. 


2. Injuries to the nose require the same 
therapeutic considerations as injuries else- 
where in the body, that is, careful cleansing 
of the wound, approximation, accurate clos- 
ure, and reduction of the bony fracture. 


3. Loss of tissue, either the soft tissue 





Fig. 4.—Compound fracture (automobile accident) 
repaired by osteotomy and autogenous cartilage graft 


eight months after injury. No immediate reduction was 
done. 


or the bony framework, may be replaced by 
transportation of tissue from other parts of 
the body. 


4. Preserved cartilage may be used in- 
stead of the autogenous transplant. The rel- 
ative merits of these two procedures were 
not discussed in this paper. 


5. In a large majority of cases, cosmetic 
as well as functional defects may be improv- 
ed or completely restored. 
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Principles in the Treatment of Acute and 
Chronic Syphi is” 


JOHN A. KOLMER, M.D. 


Professor of Medicine, Temple University; Director of the Research Institute of 
Cutaneous Medicine. 


PHILADELPHIA, PENNSYLVANIA 


INCIDENCE OF SYPHILIS 

1. The true incidence of syphilis is un- 
known and varies greatly in different local- 
ities and social groups from as low as 0.2 to 
0.5 per cent to as high as 20 to 30 per cent. 

2. It is thought that the total incidence 
may be as high as 8 to 10 per cent for the 
country as a whole involving about 10 mil- 
lions of adults and children. 

3. About 91 per cent are believed to con- 
tract the disease between 16 and 40 years 
with about 500,000 to 600,000 new cases per 
year. 

4. Every person with syphilis is thought 
to be responsible for the infection of an aver- 
age of one to three additional individuals. 

5. About 90 per cent is acquired by gen- 
ital contact and about 10 per cent extrageni- 
tally (especially by kissing). 

DIAGNOSIS 


1. Every genital lesion should be reward- 
ed as syphilitic until proven otherwise. 

2. It is risky and unwise to depend alone 
on clinical diagnosis. Dark-field microscopic 
tests for Treponema pallidum should always 
be conducted and especially in doubtful cas- 
es. At least two to three negatives are re- 
quired before syphilis may be reliably ex- 
cluded. 

3. The same is true of slow-healing and 
suspicious lesions of the lips and fingers. 

4. Blood tests are apt to give negative 
reactions in early primary syphilis and 
should never be relied upon alone for ex- 
cluding the disease. 

5. The external lesions of secondary syph- 
ilis clinical diagnosis is frequently impossible 
because of the absence of detectable lesions 
and because the individual is apt to be in 
good general health. In this large group the 
blood tests are invaluable and frequently the 
only reliable means for diagnosis. 

7. A negative history is of little value in 
excluding the possibility of syphilis and 
should never be relied upon alone. About 60 
per cent of women with chronic latent syph- 
ilis have no knowledge of infection. Respect- 
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ability is no bar to the penetrability of Tre- 
ponema pallidum. 

8. The manifestations of chronic symp- 
tomatic syphilis are so diverse that the dis- 
ease may readily escape clinical detection 
and especially by general practitioners. It 
is advisable to be “syphilis conscious” in or- 
der to be alert and on guard. Reliable blood 
tests, skillfully and properly conducted, are 
invaluable aids in diagnosis and their wide- 
spread and routine use is advisable in both 
private and clinic practice. 

9. Diagnosis should never be based alone 
upon a single positive reaction. Neither 
should it be disregarded even when only 
weakly positive simply because syphilis was 
not suspected clinically. The tests should be 
repeated once or twice before diagnosis is 
made and treatment instituted. 

10. No one blood test should be relied up- 
on alone for the serum diagnosis of syphilis 
as this is best served by two or more tests of 
proven sensitivity and specificity. 

11. None of the serum tests are technical- 
ly simple. All are subject to error and 
should be entrusted only to serologists and 
technicians of experience and skill willing to 
follow exactly every detail in technic. 

12. Present day serologic tests are highly 
specific (98 to 100 per cent) when properly 
conducted. Falsely positive reactions may 
occur in malaria, leprosy and infectious mon- 
onucleosis but otherwise falsely positive re- 
actions are usually due to technical errors. 

13. All of the present day blood tests may 
give falsely negative reactions. This is es- 
pecially true in syphilis of women modified 
by pregnancy and congenital syphilis. Neg- 
ative reactions should never over-ride clin- 
ical judgment and are not substitutes for 
clinical thoroughness and skill. 

14. When two or three different tests are 
conducted with diverse results, final judg- 
ment must rest with the physician. 

15. Every case of chronic syphilis should 
have at least one examination of the spinal 
fluid for total cells, protein, Wassermann 
and colloidal gold tests even in the absence 
of detectable clinical evidences of infection of 
the central nervous system. 
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BLoop TESTs IN RELATION TO MARRIAGE 


The author is in favor of laws requiring 
premarital blood tests: 

1. Because marriage inevitably involves 
syphilitic men and women in view of the 
high incidence of the disease. 

2. Because the detection and treatment 
of syphilis before marriage will reduce its 
incidence in the future. 

3. Because the tests are the most valu- 
able single means for detection of syphilis 
after the primary or chancre stage. 

4. Because of the inadequacy of a nega- 
tive history and clinical detection in appli- 
cants for licensure. 


5. Because the tests will reduce the in- 
cidence of infection of marital partners and 
children. 

6. Because the tests will reduce the eco- 
nomic hazards of marriage from incapacity 
or early death of the spouse. 

7. Because the tests will reduce the in- 
cidence of divorce. 

8. Because the tests will greatly encour- 
age the thorough treatment of syphilis. 

9. Because the tests are an excellent 
phase of the educational campaign against 
syphilis. 

There are, however, reasons against legal- 
ly required premarital blood tests: 

1. Because they may give nonspecific or 
falsely positive reactions largely due to 
technical errors. 

2. Because positive blood reactions as the 
only evidence of syphilis may not always in- 
dicate a danger to marriage, especially in 
the case of thoroughly treated chronic 
syphilis. 

3. Because the tests may discourage mar- 
riage and promote sexual promiscuity. 

4. Because the tests alone may not de- 
tect syphilis, especially in its incubationary 
and primary stages. 

BLoop TEsts IN RELATION TO PREGNANCY 

The author is also in favor of conducting 
blood tests in all pregnant women: 

1. Because they afford an excellent op- 
portunity for detecting syphilis in both mar- 
ried and unmarried mothers. Pregnancy 
alone does not give falsely positive reactions 
when the tests are properly conducted. 

2. Because the detection and treatment 
of syphilis in pregnancy increases the chance 
of the birth of a healthy child with a reduc- 
tion in the incidence of miscarriage and in- 
fant mortality. 

3. Because detection in pregnancy .- re- 
sults in the treatment of the mother, espec- 
ially during subsequent pregnancies. 

4. Because detection in pregnancy may 
result in its detection and treatment in the 
child after birth. 


5. Because detection in pregnancy may 


ur 


lead to its detection and treatment in the 
father and other children. 

The author knows of no valid reasons 
against the tests because falsely positive re- 
actions due to technical errorts can be avoid- 
ed and because they do not question morality. 

PRINCIPLES IN TREATMENT OF ACUTE 
EARLY SYPHILIS 

1. Treatment should be instituted as 
soon as possible and preferably before the 
blood tests become positive. 

2. It should be continuous without rest 
periods for at least 12 to 15 months; heal 
the chancre and other open lesions as quick- 
ly as possible. 

3. Give a thorough physicial examination 
with advice as to personal hygiene along 
with precautions to be taken against the 
infection of others. In case of extra-marital 
exposure make an effort to induce the pa- 
tient to send his or her partner to a physi- 
cian. 

4. Carefully explain the nature of the 
disease, the necessity for thorough and 
regular treatment and the importance of a 
follow-up at regular intervals after its 
completion. 

5. Make out in advance a scheme of 
treatment suited to the needs of the patient. 
Make it financially possible to be followed. 

OUTLINE FoR TREATMENT OF 
PRIMARY SYPHILIS 

1. Arsphenamine is the compound of 
choice (in dose of 0.2 to 0.3 gm.); neoar- 
sphenamine second choice (dose 0.45 gm.). 
Bismuth preferred to mercury. Iodides 
probably not required. 

2 weeks: Arsenical twice weekly 
8 weeks: Arsenical once weekly 
4 weeks: Bismuth once weekly 
6 weeks: Arsenical once weekly 
6 weeks: Bismuth once weekly 
6 weeks: Arsenical once weekly 
6 weeks: Bismuth once weekly 
6 weeks: Arsenical once weekly 
6 weeks: Bismuth once weekly 





50 weeks (30 Arsenical ; 22 Bismuth) 

2. Blood tests and spinal fluid examina- 
tion at completion. 

3. Followed by one year of rigid obser- 
vation. 

4. Thereafter follow patient for balance 
of life with periodic serologic and clinical 
examinations. 

MASSIVE ARSENOTHERAPY OF EARLY 
SYPHILIS 
(Hyman, Chargin and Leifer) 

1. Involves the administration of large 
doses (neoarsphenamine from 5 to 6 times 
or mapharsen 10 to 15 times) the usual dose 
given slowly by the continuous intravenous 
drip method over a 5-day period. 

2. As yet inadequate data on toxicity 
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with no data on comparative value in the 
treatment of syphilis of the rabbit; likewise 
not checked at present as to excretion and 
concentration in blood and tissues. 

3. Nothing is known as yet of possible 
value in chronic syphilis. 

4. Requires one week of full hospitaliza- 
tion. 

5. Only 78 of 93 patients followed for 
only one year, an interval too short to de- 
termine permanency of results. 

6. Uncertain at present which compound 
or group of compounds is most suitable for 
this method. 

7. Further intensified study of the 
method is justified. 


OUTLINE FoR TREATMENT OF 
SECONDARY SYPHILIS 


1. Same as for primary syphilis except 
two additional courses (6 weeks arsenica! 
and 6 weeks bismuth) covering 62 weeks, to- 
talling 36 intravenous injections of arsenical 
and 28 intramuscular injections of bismuth. 

2. These plans usually possible because 
patients are apt to be young and otherwise 
healthy adults. 

3. Thorough treatment is the surest pre- 
ventive of the disabling forms of chronic 
syphilis especially cardiovascular and neuro- 
syphilis. 

TREATMENT OF CHRONIC LATENT 
SYPHILIS 

1. Complete and thorough physical exam- 
ination as the treatment is not standardized 
but must be suited to individual cases and 
conditions. 

2. Always start treatment with bismuth 
instead of arsphenamine or neoarsphenamine 
to avoid Herxheimer reactions resulting from 
possible exacerbation of concealed lesions. 

3. Advisable to give potassium iodide 
orally with each course of bismuth. 

4. Continuous treatment without rest 
periods for first year of treatment: (a) 10 
bismuth at weekly intervals; (b) 10 neoar- 
sphenamine (0.3 to 0.45 gm.) at weekly in- 
tervals; (c) 10 bismuth; (d) 10 neoarsphen- 
amine; (e) 10 bismuth ( equals 50 weeks 
totalling 30 bismuth and 20 neoarsphena- 
mine). 

5. Rest period of 3 months followed by 
12 bismuth at weekly intervals. 

6. Rest period of 3 months followed by 
12 bismuth at weekly intervals. 

7. Thereafter 8 bismuth twice a year for 
3 to 5 years. 

8. Blood tests at least once a year for 
balance of life. 

9. Treatment to be resumed in case of 
serologic relapse. 

TREATMENT OF BENIGN TERTIARY SYPHILIS 

1. Make thorough physical examination; 
spinal fluid should be examined. Change 


plan of treatment and dosage to suit individ- 
ual cases. 

2. Always start with bismuth to avoid 
Herxheimer reactions. 

3. Advisable to give iodide orally 
throughout course. 

4. If spinal fluid changes are found it 
is advisable to substitute tryparsamide (1.0 
gm.) for neoarsphenamine in one or two of 
the courses of arsenical. 

5. Continuous treatment for about 18 
months: start with 8 of bismuth followed 
by 8 of arsenical at weekly intervals and 
alternating for a total of 72 weeks (total 40 
of bismuth and 32 of arsenical). 

6. Thereafter a course of 8 of bismuth at 
weekly intervals twice a year for 3 to 5 
years. 

7. Blood tests once a year for balance of 
life; resume treatment in case of serologic 
or clinical relapse. 

TREATMENT OF BENIGN TERTIARY SYPHILIS 
(Alternate Plan) 

1. Iodide orally throughout course of 
treatment. 

2. Continuous treatment for about 18 
months: (a) Start with 8 of bismuth at 
weekly intervals followed (b) by 8 of arsen- 
ical. Thereafter bismuth alternating at 
weekly intervals with arsenical for addi- 
tional 56 weeks, totalling 36 bismuth and 36 
arsenical for the whole course. 

3. By this plan toxic effects are reduced 
to a minimum and especially when tryparsa- 
mide is being given. 

4. Thereafter a course of 8 of bismuth 
at weekly intervals twice a year for 3 to 5 
years. 

5. Blood tests once a year for balance of 
life; resume treatment in case of serologic or 
clinical relapse. 

1. The author has found less intensive 
treatment advisable in individuals over 50 
years of age and very satisfactory for symp- 
tomatic relief and good general health. 

2. It consists in giving two courses per 
year for three to five years. 

3. Potassium iodide given orally with 
each course. 

4. Each course comprises (a) Four in- 
tramuscular injections of bismuth at start; 
arsenical for fifth dose and then bismuth al- 
ternating at weekly intervals with arsenical 
for a total of 12 treatments (totalling 8 bis- 
muth and 4 arsenical). 

5. Rest period of 3 months; course re- 
peated ; rest period for three months; course 
repeated, etc. 

SOBISMINOL 

1. Sobisminol Mass is a complex organic 
compound of bismuth the chemical structure 
of which has not been established. Then bis- 
muth content is 19.75 per cent. It is dispens- 
ed in capsules carrying 0.75 Gm. (0.150 Gm. 
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bismuth) ; dose 2 or 3 capsules three times a 
day after meals with a glassful of water. 
Discomfort, stomatitis, diarrhea, etc., may 
occur. 

2. Sobisminol Solution is the same com- 
pound dissolved in propylene glycol and wa- 
ter; 1 cc. corresponds to 0.020 Gm. of bis- 
muth. Given intramuscularly every three 
days in successive courses of 15 to 20 in- 
jections each. Rapidly absorbed; moderate 
discomfort. Probably not superior to other 
soluble bismuth compounds in terms of bis- 
muth content. 


ORAL ADMINISTRATION OF BISMUTH 

1. The author has found the oral admin- 
istration of potassium bismuth tartrate ef- 
fective in the treatment of acute testicular 
syphilis of rabbits. 

2. But he advises against the oral admin- 
istration of this compound and sobisminol 
mass in the routine treatment of early syph- 
ilis until effectiveness is more definitely es- 
tablished. 

3. In the treatment of chronic syphilis 
oral medication is sometimes advisable un- 
der the following conditions: 

(a) As a form of “follow-up” or 
consolidation therapy. 

(b) For starting treatment and es- 
pecially in cardiovascular syphilis to 
avoid Herxheimer reactions. 

(c) For combination treatment 
when arsenicals are given intravenous- 
ly. 

(d) For treatment of travelers and 
others who cannot take injections or 
have excessive reactions from them. 

4. Otherwise the author prefers at pres- 
ent the intramuscular injection of bismuth 
as better insuring cooperation and adequate 
dosage. 

TREATMENT OF WASSERMANN-FAST 

SYPHILIS 

1. The problem of treatment is difficult; 
the author believes that seroresistant syphil- 
is is due to persistent infection. 

2. Wassermann-fast if serology is posi- 
tive after one year of continuous treatment. 

3. Make thorough examination. Most 
cases are due to infection of cardiovascular 
or central nervous systems or combination 
of both. Spinal fluid examination required. 

4. Prolong the treatment for two years 
continuously and with full dosage. 

5. Thereafter two courses per year for 
several years. 

6. Follow patient for balance of life with 
periodic serological and clinical .examina- 
tions. 

7. Serologic tests sometimes revert to 
negative without treatment. 

8. Purpose of treatment: to keep patient 
in best general health and not merely to se- 
cure negative blood reactions. 


9. Frankly discuss and fully explain the 
situation and give the patient as much re- 
assurance as possible. 

TREATMENT OF SYPHILIS IN PREGNANCY 

1. Pregnancy assists the woman in com- 
batting syphilis by increasing immunological 
resistance but syphilis never helps the child. 

2. Adequate treatment started before the 
fifth month of pregnancy practically insures 
a healthy non-syphilitic child; after the 
fifth month it is one of the best methods for 
the treatment of prenatal syphilis. 

3. Conservative dosage advisable (neoar- 
sphenamine 0.3 gm.); bismuth full dosage. 

4. If started by fifth month 8 neoar- 
sphenamine followed by 8 bismuth at week- 
ly intervals with repetition of alternate 
courses without rest periods to delivery, aim- 
ing to finish with 3 or 4 neoarsphenamine. 

5. If started after fifth month, neoar- 
sphenamine alone at weekly intervals to de- 
livery. 

6. Resume 2 or 3 weeks after delivery un- 
til minimum amount of total treatment has 
been given or for at least 6 months after 
first negative Wassermann reaction. 

TREATMENT OF CONGENITAL SYPHILIS 

1. Blood tests of children born of syphil- 
itic mothers advisable 6 weeks after birth. 
If positive and confirmed or if clinical signs 
are present treatment is started. 

2. If negative, repeat 3 and 6 months 
later and annually up to 3 or 4 years. Late 
manifestations nearly always appear by this 
time. When positive and confirmed start 
treatment. 

3. In early congenital syphilis: (a) 8 
intramuscular injections of neoarsphenamine 
(0.010 gm. per each 2 pounds) at weekly 
intervals; (b) followed by 8 intramuscular 
injections of bismuth (0.002 gm. per each 2 
pounds; (c) continue with alternate courses 
for 72 weeks regardless of serologic reac- 
tions. Thereafter keep child under observa- 
tion with periodic clinical and serological ex- 
aminations until puberty is passed. Resume 
treatment in case of serologic or clinical re- 
lapse. 

4. In late congenital syphilis: Plan same 
as for chronic syphilis of adults. Dosage ac- 
cording to weight. 

TREATMENT OF CARDIOVASCULAR SYPHILIS 

1. Treat in such a way as to do no harm. 
Require small dosage. Never treat cardiac 
cases with decompensation. Never use ar- 
sphenamine. Neoarsphenamine preferred; 
dosage 0.1 or 0.2 gm. (never higher). 

2. Important general medical care: (a) 
adequate rest; (b) restriction of physical 
activity; (c) digitalis when needed; (d) ni- 
troglycerin or theobromine derivatives for 
pain. 

8. Avoid even minor drug reactions; 
avoid Herxheimer reactions. 
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4. Give iodides orally throughout treat- 
ment. 

5. Always start with bismuth or bismar- 
sen intramuscularly at weekly intervals for 
first 8 to 12 treatments. 

6. Thereafter same as for tertiary syphil- 
is with great care in dosage and especially 
with neoarsphenamine. 

7. Make haste slowly; minimum treat- 
ment should cover 2 to 3 years. 


TREATMENT OF NEUROSYPHILiS 


1. Asymptomatic invasion and infection 
occurs in the early stages of syphilis in about 
30 per cent of patients; detected only by 
spinal fluid examination. Treatment same 
as for acute early syphilis. 

2. In early syphilis always examine spin- 
al fluid at end of first year of treatment; if 
positive, even with no symptoms, more radi- 
cal treatment is required. 

3. In late symptomatic neurosyphilis the 
most to be hoped for is temporary arrest 
and relief from troublesome symptoms. 

4. In late neurosyphilis the aims of treat- 
ment are: (a) symptomatic relief; (b) free- 
dom from progression or relapse; (c) sero- 
logic negativity. 

5. Treatment must be prolonged and at 
least 2 to 3 years. 

6. The author advises trial of medicinal 
treatment at first for at least six months. 
This comprises iodide orally with intramus- 
cular injections of bismarsen (0.2 gm.) al- 
ternating at weekly intervals with intraven- 
ous injections of tryparsamide (2.0 gm.) for 
a total of 12 injections of each. If results 
are encouraging, continue as in the treat- 
ment of tertiary syphilis. 

7. Have the eye grounds examined and 
stop tryparsamide if dimness of vision oc- 
curs. (Use arsphenamine or neoarsphena- 
mine). 

8. Tryparsamide is contraindicated in 
optic atrophy and cranial nerve deafness; 
also in tabetics with marked ataxia, bladder 
and rectal symptoms. 

9. Intraspinal therapy is indicated: (a) 
In tabes for relief of pain if systemic medi- 
cation fails to afford relief; (b) in optic 
atrophy; (c) in elderly tabetics where ma- 
larial treatment is contraindicated. 

10. Malarial treatment is indicated in: 
(a) all cases of pre-paresis and paresis fail- 
ing to respond to treatment with bismarsen 
and tryparsamide; (b) all cases of neuro- 
syphilis in congenital syphilitics. It is con- 
traindicated in elderly patients, those with 
cardiac disease, nephritis or other serious 
constitutional disability. 

11. Give a course of tryparsamide before 
and after malarial treatment and thereafter 
courses of tryparsamide and bismuth or bis- 
marsen for about 2 to 3 years. 


TREATMENT OF SYPHILIS IN SPECIAL 
TYPES OF CASES 

1. Nephritis: Responds best to arsphe- 
namine. The dose and intervals should be 
modified according to requirements of each 
case; moderate doses (0.2 to 0.3 gm.) at 
weekly intervals usually suffice. Syphilitic 
nephritis usually responds very rapidly to 
treatment. 

2. Hepatitis: Do not use arsphenamine 
or neoarsphenamine. Bismuth and iodides 
preferred. Arsenicals may be tried later but 
with caution and only if functional tests (ic- 
terus index and Van den Bergh) are satis- 
factory. 

3. Syphilis and Tuberculosis: If there 
are open syphilitic lesions just enough treat- 
ment to heal them; in arrested tuberculosis 
treat with great care; mercury and iodides 
should not be given ; small doses of arsphena- 
mine or neoarsphenamine at weekly inter- 
vals for not more than eight in a course, fol- 
lowed by six to eight of bismuth. Repeat 
after rest periods of three months. Avoid 
reactions; stop treatment if untoward symp- 
toms or loss of weight occur. 


SEROLOGIC TESTS IN RELATION To 
TREATMENT AND CURE 

1. They should be brought to a perma- 
nent state of negativity by methods embrac- 
ing the maximum of sensitiveness consistent 
with specificity. 

2. In early syphilis treatment should be 
carried out continuously for at least one year 
regardless of negative serologic reactions. 
If still positive treatment should be continu- 
ed as for Wassermann-fast syphilis. 

3. They are indicated at least once or 
twice a year for the balance of life until more 
reliable criteria of cure are established. 

4. They are extremely valuable for the 
detection of relapse and resumption of 
treatment when this is not possible. by clin- 
ical and radiological examination. 

5. Every case of syphilis requires one or 
more examinations of the spinal fluid; no 
case can be regarded as cured when showing 
positive changes even if the blood reactions 
are negative. 

Is SYPHILIS CURABLE? 

1. Probably “not” unaided by treatment 
as immunological resistance alone is unable 
to effect a complete recovery in the great 
majority of cases. 

2. Doubtless “yes” in at least 80 to 90 per 
cent of cases of acute early syphilis treated 
by the continuous method for at least one 
year. 

3. Many uncured and resistant cases are 
only poorly treated ones. 

4. Doubtless “no” in many cases of 
chronic syphilis insofar as biological or com- 
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plete cure is concerned in the sense of erad- 
ication of all infection. 

5. But “yes” in most cases of chronic ac- 
quired and congenital syphilis insofar as 
“clinical cure” is concerned, which means a 
sufficient eradication of the infection to re- 


lieve symptoms and to prevent further prog- 
ress of the disease over the usual span of life. 

6. The dictum “once Syphilitic always 
Syphilitic” is no longer necessarily true and 
the medical profession and laity should 
realize this fact. 





A Study of Infant Mortality In Oklahoma 1934-1938 


P. J. CoLLopy, M.D. 
Director, Maternal and Child Health 


J. C. Rose, STATISTICIAN, 
State Health Department, 


OKLAHOMA CITY, OKLAHOMA 


A study of infant mortality in Oklahoma 
is presented at this time in the hope that it 
will stimulate interest among the medical 
profession of the state and renew their ef- 
forts to further reduce the number of infant 
deaths each year. It is not the purpose of 
this paper to make specific recommendations 
on how more infant deaths can be prevented, 
but merely to point out that many needless 
deaths occur. 

A refresher course in pediatrics is now be- 
ing conducted by the Committee on Post- 
graduate Education of the State Medical As- 
sociation. This course is a cooperative effort 
of the State Medical Association, the Com- 
monwealth Fund of New York, and the Okla- 
homa State Health Department. 

Infant mortality in Oklahoma has decreas- 
ed from 60.5 per 1000 live births in 1934 to 
49.7 in 1938; the average for the five year 
period being 56.3. The rate for colored in- 
fants was almost double that for whites. 

A study of infant mortality for the five- 
year period was made because of variations 
which occur from year to year and in or- 
der to better understand the real problem 
in Oklahoma. The material used in the 
study was the data given on death certificat- 
es filed with the Division of Vital Statistics 
of the Oklahoma State Health Department. 
No special querying was done and all death 
certificates for infants under one year of 
age dying during this five year period are 
included in the study. 

There were 12,302 infant deaths recorded 
during this five year period and 10,421 of 
this number, or 84.7 per cent, were deaths of 
white infants and 1881 or 15.3 per cent were 
deaths of colored infants. 

Table I shows the number of infant deaths 
and the rate by color for each year included 
in the study and for the entire five year 


period. The rate recorded for the period 
was 56.3 per 1000 live births. The colored 
rate of 108.6 was more than double the white 
rate of 51.8. 

Since infant death rates are based on live 
births, the size of these rates is dependent 
upon the completeness of the reporting of 
both births and deaths. Thus, the filing of 
birth certificates is important, not only for 
the individual, but also for the accuracy of 
such data as are presented here. Infant mor- 
tality has been studied by age groups, by 
groups of causes, and certain specific causes 
and by seasonal variation. 


INFANT MORTALITY By AGE GROUPS 


The present infant death rate in Oklahoma 
is largely due to the high neonatal death rate, 
as well as a high death rate among infants 
from one to twelve months of age in certain 
groups of causes in certain seasons of the 





TABLE NO. I 
NUMBER OF INFANT DEATHS WITH 
RATES PER 1000 LIVE BIRTHS, BY 
COLOR FOR FIVE YEAR PERIOD 
1934 TO 1938 


TOTAL WHITE COLORED 
Year No. Rate No. Rate No. Rate 
1934 2864 60.5 2447 56.4 417 1048 
1935 2384 54.6 2039 50.5 345 103.5 
1936 2059 60.0 2114 55.0 395 116.8 
1937 2345 56.5 1984 51.8 361 112.8 
1938 2200 49.7 1837 45.1 363 106.1 


Total 12302 563 10421 51.8 1881 108.6 











year. The neonatal death rate of 30.9 per 
1000 live births is 54.9 per cent of all the in- 
fant deaths. Mortality among infants is 
shown in Table II, according to age at 
death. These mortality rates are shown 
graphically in Chart I. 
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CHART 1 
ERAGE ANNUAL INFANT MORTAL IN EACH MONTH 
OF LIFE FOR THE FIVE YEAR PERIOD 1954 1938 
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It is a well known fact that deaths of in- 
fants, age one to twelve months, are easier 
to prevent than neonatal deaths. If our in- 
fant mortality rate is to be reduced to the 
minimum, deaths in both groups must be 
prevented. 








TABLE NO. II 

INFANT DEATHS WITH AVERAGE AN- 

NUAL DEATH RATES PER 1000 LIVE 

BIRTHS BY AGE FOR THE FIVE YEAR 

PERIOD 1934 to 1938. 

Rate Per 
Per 1000 Live 
Age Total Cent Births 
All ages 12302 100.00 56.3 
Under one day 2805 22.80 12.8 
One day to one week 2213 17.99 10.1 
One week to two weeks 865 7.03 3.9 
Two weeks to three weeks 507 4.12 2.3 
Three weeks to one mo. 364 2.96 1.7 
Total under one mo. 6754 54.90 30.9 
One month 1031 8.38 4.7 
Two months 776 6.31 3.6 
Three months 595 4.84 2.7 
Four months 530 4.31 2.4 
Five months 484 3.93 2.2 
Six montns 446 3.63 2.0 
Seven months 264 2.96 1.7 
Eight months 368 2.99 1.7 
Nine months 340 2.76 1.6 
Ten months 295 2.40 1.1 
Eleven months 319 2.59 1.2 


deaths in the first month 3185 were due to 
prematurity ; 96.6 per cent of deaths due to 
prematurity occurred in the first month of 
life. Fifty-nine per cent of the deaths in the 
age group from one to twelve months were 
due to respiratory and gastro-intestinal dis- 
eases (respiratory 32.8 per cent, gastro-in- 
testinal 26.5 per cent), the rate being 8.3 and 
6.8 per 1000 live births, respectively. 

Chart II shows in graphic form mortality 
for the first month and the first year of life 
by seven groups of causes. The high rate 





TABLE NO. III 
INFANT DEATHS WITH AVERAGE AN- 
NUAL MORTALITY TWO AGE GROUPS 
BY CAUSE FOR FIVE YEAR PERIOD 
1934 TO 1938 
Total Under1lmo. 1to12 mo. 
No. Rate No. Rate No. Rate 


All causes 2302 56.3 6754 30.9 5566 25.4 
Infectious 

Diseases 891 4.1 125 6 766 3.5 
Respiratory 

Diseases 2296 10.5 470 2.2 1826 8.3 


Gastro-intes- 
tinal dis- 


eases 1674 7.7 200 9 1474 6.8 
Malformation 

and early 

infancy 5734 26.2 5258 24.1 476 2.1 
All other 

specific 

causes 845 3.9 238 1.1 607 28 
Ill defined or 

unknown 592 2.7 393 1.8 199 9 
External 

causes 270 1.2 70 23 200 9 




















INFANT MORTALITY By GROUPS OF CAUSES 

In considering neonatal mortality and 
mortality of infants from one to twelve 
months of age by cause, as is shown in Table 
III, the variations in the rates in the two age 
groups are found to be different for the var- 
ious causes. The largest cause of death in 
the first month was malformations and dis- 
eases peculiar to early infancy, which includ- 
es all natal causes and deaths said to be due 
to prematurity. Malformations and diseases 
of early infancy were responsible for 77.8 
per cent of all neonatal deaths. Of the 6754 


among infants under one month of age fur- 
ther emphasizes the importance of natal 
causes and diseases of early infancy as an 
important factor in infant mortality. Any 
program to further reduce infant mortality 
must be directed towards the reduction of 
neonatal deaths and those deaths due to gas- 
tro-intestinal and respiratory diseases in in- 
fants from one to twelve months of age. 


Infant deaths due to causes for which pre- 


CHART I 
AVERAGE ANNUAL MORTALITY IN THE FIRST MONTH 
AND THE FIRST YEAR OF LIFE BY CAUSE FOR THE 
FIVE YEAR PERIOD 1934 - 1938 OKLAHOMA 


Matas He 980 ot we 











at ae tte A 


NO OF AF AT 











JOURNAL OF THE OKLAHOMA State MeEpICcCAL ASSOCIATION ll 


ventive measures are known have been stud- 
ied in more detail. In the light of knowledge 
gained from this study, plans may be made 
to prevent these deaths in the future. 


INFANT DEATHS DUE To SPECIFIC 
INFECTIOUS DISEASES 


Deaths due to whooping cough, diphtheria, 
syphilis and measles accounted for 756 of the 
891 deaths reported as due to infectious dis- 
eases; 81 per cent or 116 of the 143 deaths 
due to syphilis occurred among infants under 
four months of age. Deaths under one month 
outnumbered those of all other months, 
which appears to indicate that the disease is 
a natal problem. 

Whooping cough was most fatal to very 
young infants; 280 of the 425 deaths due to 
whooping cough occurred among infants un- 
der six months of age. More deaths in this 
age group were assigned to whooping cough 
than to any other infectious disease. 

Diphtheria was charged with 80 deaths 
and measles with 143; 27 of the diphtheria 
deaths were in infants under six months of 
age. In classifying deaths according to the 
international list of causes of death, croup 
when not said to be non-diphtheric must be 
assigned to diphtheria. There are those who, 
with considerable authority, say that non- 


diphtheric croup is a frequent cause of death 
in very young infants, and some of these 
deaths may have been due to non-diphtheric 
croup. 

One may also be led to speculate about the 
large number (44 out of a total of 108) of 
deaths under six months of age assigned to 
measles. Are some of these syphilis? 

Deaths due to syphilis and diphtheria are 
preventable. Deaths from syphilis may be 
prevented by adequate anti-syphilic treat- 
ment during prenatal life. Diphtheria 
deaths, too, may be prevented, since we have 
a definite immunizing agent against the dis- 
ease. 

Death from whooping cough and measles 
may not be wholly preventable, but certain- 
ly exposure to the disease can be prevented. 


INFANT DEATHS DUE To ACCIDENTS 

During the five-year period covered by 
this study 270 infant deaths were assigned 
to accidents other than those occurring dur- 
ing labor and delivery. This aspect of in- 
fant mortality has been so much overshadow- 
ed by the excessive mortality from disease 
that it has until very recently been overlook- 
ed quite generally. As a matter of fact, it 
should be a matter of national concern. The 
death rate for the five-year period is 123.6 
per 100,000 of population; a rate that is 


CHART V 


DEATHS OF INFANTS DUE TO DIPHTHERIA 
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TABLE NO. VII 
DEATHS OF INFANTS DUE TO MEASLES, 
WHOOPING COUGH, DIPHTHERIA AND 
SYPHILIS FOR THE PERIOD 1934 TO 1938 


Whooping Diph- 
Cough theria Syphilis Measles 
Under 1 month 30 56 5 


5 
1 month 90 7 20 10 
2 months 60 5 18 Ss 
3 months 5) 4 sa) s 
4, months 33 2 3 5 
5 months 32 4 9 S 
6 months 19 S 6 16 
7 months 30 5 l 9 
8 months 33 8 2 6 
9 months 21 12 l 7) 
10 months 14 s 5 3 
11 months 28 12 3 11 
Total 425 80 143 108 











higher at least for males than in any other 
single year of life up to age 21. More than 
one-third of these were due to mechanical 
suffocation. Accidents of this type are due, 
for the most part, to infants sleeping witli 
adults, and the child sleeping on its face with 
the face buried in a pillow and smothered 
with bed clothes. The majority of this type 
of accident occurs in cold months. 


Next in order was foreign bodies lodging 
in air passages. The specific causes of this 
type of accident were aspiration vomitus, 
food particles and objects left within reach 
of the infants. As a precaution against as- 
piration vomitus, infants may be taught to 
sleep on their sides. 


Burns, scalds and falls into hot water and 
against stoves came in for their share of 
accidents. In numerous instances infants 
fell or were dropped by adults or children. 





TABLE NO. IV 
NUMBER AND PERCENTAGE OF INFANT 
DEATHS STATED AS DUE TO PREMATUR 
ITY IN TWO AGE GROUPS FOR PERIOD 
1934-1938. 


Total Under 1mo. 1mo.to1 yr. 

No. & No. & No. & 

TOTAL 12302 100.0 6754 100.0 5548 100.0 
Premature 3297 26.8 3185 47.2 112 2.0 
Others 9005 73.2 3569 52.8 5436 98.0 











INFANT DEATHS STATED As DUE To 
PREMATURITY 


More than one-half of the infant deaths in 
this study occurred in the first month of 
life. Of those dying in the first month of 
3185 or 47.2 per cent were said to be due to 
prematurity. Deaths assigned to prematur- 
ity accounted for 25.9 per cent of all infant 


deaths, while only two per cent of the deaths 
from one to twelve months were ascribed to 
this cause. Adequate prenatal care and prop- 
er care of the premature infant would, no 
doubt, prevent-a large portion of these 
deaths. 


SEASONAL VARIATION IN INFANT 
MORTALITY 


The seasons of the year influence infant 
mortality as is shown in Table V, Chart II!. 
For all infant deaths, the rates are lower in 
the warm months. 


For neonatal deaths, there is a gradual 
downward trend in the rate from January 
to late fall, when the rate begins its upward 
swing. The change, however, cannot be said 
to have any particular significance so far as 
any seasonal variation is concerned. This 
is probably due to the fact that the greater 
part of neonatal deaths are caused by mal- 
formations and diseases peculiar to early in- 





TABLE NO. V 


TOTAL INFANT DEATHS WITH AVERAGE 

MONTHLY RATES PER 1000 LIVE BIRTHS 

BY CALENDAR MONTH AND IN TWO AGE 
GROUPS FOR THE PERIOD 1934-38. 


Month Total Under 1 mo. 1 mo. to 1 year 
No. Rate No. Rate No. Rate 


Total 2302 56.3 6754 30.9 5548 25.4 
January 1292 64.1 526 265 746 33.6 
February 1139 62.1 563 30.7 576 31.4 
March 1183 63.9 600 32. 583 31.5 
April 1033 (63.5 447 27.5 586 36.0 
May 1026 65.2 522 33.2 504 32.0 
June 977 59.1 473 28.6 504 30.5 
July 967 50.7 648 340 319 26.7 
August 940 469 595 29.7 345 17.2 
September 877 44.0 505 25.3 372 18.7 
October 929 48.1 579 29.9 350 18.2 
November 925 55.0 627 37.3 298 17.7 


December 1034 57.2 669 37.0 365 20.2 











fancy, which are not influenced by season of 
the year. On the other hand, death rates for 
infants from age one to twelve months are 
highest during winter months, reached a 
minimum in August. 

When this seasonal variation in the death 
rate of infants from one to twelve months of 
age is studied by cause, there is found a 
marked difference in seasonal distribution 
of deaths from gastro-intestinal and respira- 
tory diseases. 

Respiratory diseases are responsible for 
the high rates in the winter months when 
the maximum rate of 20.6 is reached. From 
January to August there is a steady decline 
when the minimum of 3.5 is reached. Gastro- 
intestinal diseases do not show the marked 
variations from summer to winter that we 
find in respiratory diseases. The maximum 
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CHART II 
TOTAL DEATHS WITH AVERAGE RATES PER 
1000 LIVE BIRTHS BY CALENDAR MONTH 
AND IN TWO AGE GROUPS FOR THE FIVE 
YEAR PERIOD 1934-1936 
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rate of 11.9 was reached in June. From this 
point on to the month of January there was 
a steady decline to 4.0, the minimum rate 
shown. Sixty-three per cent of the deaths 
due to respiratory diseases fall in the five 
months — November through March. Near- 
ly one-half of the gastro-intestinal deaths 
occurred in the months of June to September, 
inclusive. A reduction in the number of 
deaths in these two groups would cause a 
marked decrease in mortality of infants from 
one to twelve months of age. 
DISCUSSION 
The 12,302 infant deaths in Oklahoma 
which occurred in the five year period of 
this study, gives the State an infant mor- 
tality rate of 56.3 per 1000 live births. The 
infant mortality rate varies in different 
states from 39 to 124 per 1000 live births. 
If the infant death rate of 39 (the lowest) 
had been Oklahoma’s rate during the past 
five years, approximately 3700 babies would 
have been saved. Whooping cough, diphther- 
ia and syphilis caused a large number of 
deaths, many of which are easily prevent- 
able. Gastro-intestinal diseases still cause a 
large number of deaths among infants, al- 
though in Oklahoma there has been a decid- 
ed drop in the last ten years. Proper sani- 
tation and inspection of water and milk sup- 
plies would materially reduce the deaths due 
to gastro-intestinal disease. 


CHART IZ 
AVERAGE MONTHLY DEATH RATES PER 
1000 LIVE BIRTHS OF INFANTS ONE 
MONTH TO ONE YEAR OF AGE BY CAL- 
ENDAR MONTH OF DEATH FOR THE FIVE 
YEAR PERIOD 1934-!838 OKLAHOMA 
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Prematurity is responsible for approxi- 
mately one-half of all infants dying in the 
first month of life and for nearly 27 per 
per cent of all infant deaths. The solution 
to the problem of preventing premature 
deaths calls for close cooperation between 
the attending obstetrician and the pediatri- 
cian. 

SUMMARY 

1. The 12,302 recorded infant deaths in 
Oklahoma for the five year period 1934-1938, 
reveal an infant death rate of 56.3 per 1000 
live births. 

2. Fifty-four point nine per cent of all 
infant deaths fall within the first month of 
life. 

3. Prematurity was responsible for 47.2 





TABLE NO. VI 
DEATHS FROM GASTRO-INTESTINAL AND 
RESPIRATORY DISEASES OF INFANTS ONE 
MONTH TO ONE YEAR OF AGE WITH AV- 
ERAGE MONTHLY RATES PER 1000 LIVE 
BIRTHS BY CALENDAR MONTH OF DEATH 

FOR THE FIVE YEAR PERIOD 
1934 TO 1938. ; 


Gastro- Intestinal Respiratory 


Diseases Diseases 
Month No. Rate No. Rate 
Total 1674 7.7 2296 10.5 
January 80 4.0 408 20.6 
February 7504.1 349 18.9 
March 84 45 326 17.6 
April 10l 866.2 221 13.5 
May 151 9.6 162 10.2 
June 197 119 106 6.4 
July 223 11.7 73 «(3.8 
August 211 105 70 5 
September 182 5.1 85 4.2 
October 163 8.4 124 6.4 
November 12 7.3 146 8.7 
December 86 48 228 12.4 











per cent of all neonatal deaths and 26.8 per 
cent of all infant deaths. Malformations and 
diseases of early infancy, including prema- 
turity, were responsibly for 77.9 per cent 
of all neonatal deaths. 

4. Syphilis, whooping cough, diphtheria, 
and measles were responsible for 84.8 per 
cent of the deaths due to infectious diseases. 

5. Accidents other than those occurring 
during labor and delivery caused 270 deaths 
during the five year period. About one- 
third of these accidents were due to mechan- 
ical suffocation. 

6. For all infant deaths, rates are lower 
in the warm months and highest in the cold 
months. The rates for neonatal deaths show 
no significant changes with the seasons. 

7. Death rates from respiratory diseases 
among infants one to twelve months of age 
show marked increases during the winter 
months of the year, whereas, rates from 
gastro-intestinal diseases are highest in sum- 
mer months. 
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Some Observations in Appendicitis 


EVERETT B. NEFF, M.D. 


OKLAHOMA CITY, OKLAHOMA 


The mortality from appendicitis and its 
complications has not been materially low- 
ered in the past twenty years. We are of 
the opinion that the reason for this lies in 
the lack of knowledge of the nerve supply 
to the appendix. If there were more pain 
associated with appendicitis, and if it start- 
ed in the right side instead of the epigastri- 
um, a mortality would be rare. 


There is no sensory (pain) nerve supply 
to the appendix. Obstruction of this organ 
stimulates the autonomic nerves in the plex- 
uses of Meissner and Aurerbach to give rise 
to sensations in the epigastric region describ- 
ed as “bloating,” fullness, cramping or 
“belly-ache.” We know that there is no 
“soreness” in the area of the appendix until 
the parietal peritoneum is involved in the in- 
flammatory process. This is because the lat- 
ter has a sensory nerve supply. 


In general, we can say that appendicitis 
begins with obstruction at some point in the 
lumen of the appendix. The distention and 
effort to expel the contents distal to the ob- 
struction results in the stimulation of the 
autonomic nerve supply which is manifest- 
ed by epigastric distress. This may be re- 
ferred to as appendiceal “colic.” If the ob- 
struction is relieved by passing of a fecolith 
or straightening of a kink, well and good. If 
not, however, in a few hours there is a re- 
flex partial stasis of the entire G. I. tract 
resulting in loss of appetite, nausea, or more 
infrequently, involuntary vomiting. Inflam- 
mation with formation of pus readily ensues, 
and with this progression there is involve- 
ment of the parietal peritoneum in the in- 
flammatory process. This is manifested by 
soreness in the right side in the area of the 
appendix. The body temperature at this 
time will usually be between 98.6 and 100 
degrees. This is now in the stage of acute 
suppurative appendicitis and the right sided 
muscle guard and local tendereness are pres- 
ent. The white blood count has usually 
risen to 10,000 or above with an increase in 
polymorphonuclears. As _ this ¢éondition 
progresses the pressure from within the lu- 
men gradually decreases the amount of blood 
in the walls of the appendix until we have 
a point of gangrene which is usually in the 
area of a fecolith. The inflammation may 


have caused a paralysis of the autonomic 
nerves with a relief of the epigastric pain. 
The point of gangrene now gives way and 
the pus is emitted into the general peritoneal 
cavity. At this point the entire clinical pic- 
ture suddenly changes. The patient may no- 
tice a sudden decrease or increase in pain 
and he develops an apprehensive expression. 
The abdomen becomes rigid in all areas and 
there is complete intestinal stasis (The ab- 
sence of audible peristalsis is probably one 
of the most valuable signs in the recognition 
of an early rupture). The pulse and tem- 
perature bound upward; both of which are 
over 100. The patient now has_per- 
itonitis, and the treatment, which should 
have required a simple operation, now be- 
comes a complex problem, which may severe- 
ly test the most able surgeon. 


ACUTE APPENDICITIS 


1. The onset of distress in the epigas- 
trium is almost universally present. If this 
point cannot be brought out in the history, 
one should hesitate to operate for appendi- 
citis. This complaint is usually in the cen- 
ter of the epigastrium. However, the pa- 
tient may refer to the area of the umbilicus. 
If this one symptom can be illicited in the 
history it helps exceedingly to rule out right- 
sided genitourinary pathology and pelvic in- 
flammatory disease. 


2. The history of a previous similar at- 
tack can be obtained in many cases. If this 
is not possible, there may be a history of 
“indigestion,” constipation, peptic ulcer, or 
“colitis.” We are of the opinion that once 
a person has had an attack of appendicitis 
without rupture he will continue to have 
symptoms referable to the appendix from 
time to time until it is removed. 


3. The value of the white blood count 
in appendicitis has been the subject of much 
debate in recent years. Every surgeon has 
had the experience of removing an acute sup- 
purative or even perforated appendix from 
a person who only thirty minutes previous 
had a normal white blood count. On the 
other hand, the same surgeon may have hast- 
ily removed a subacute or chronic appendix 
from a person exhibiting a white blood count 
over ten thousand with a relative increase 





i ome MoM i. lf. a i. a) eee iiw ition Se ee a 


=CcOos ats Ora 


.- Ba 








JOURNAL OF THE OKLAHOMA State MEDICAL ASSOCIATION 15 


in polys. We believe that too much emphas- 
is is being placed on the white blood count. 
Not that the hazard lies so much in a hur- 
ried appendectomy, possibly resulting in the 
encountering of a normal appendix, but in 
the fact that a normal or subnormal white 
count may cause a lethal period of “observa- 
tion” allowing time for the dreaded rupture. 


4. Nausea is present in over 90 per cent 
of all cases of acute appendicitis. How- 
ever, vomiting is present in less than one- 
half of the cases. The average senior med- 
ical student will state that pain followed by 
nausea and vomiting is typical of acute ap- 
pendicitis. Vomiting is unusual. This per- 
centage of vomiting is even less if the sur- 
geon distinguishes between the voluntary and 
involuntary types. Patients may induce 
vomiting, hoping that it will relieve their 
symptoms. In some cases vomiting may be 
traced to the taking of a saline laxative. 


5. The point of maximum tenderness will 
vary according to the location of the appen- 
dix. In about half of the cases this will be 
at McBurney’s point. The remainder will 
vary at points above and below. The ret- 
rocecal and pelvic acute appendices may re- 
veal no tenderness at any area. The point 
of maximum tenderness will aid at times in 
the placement of an incision and thereby fa- 
cilitates the removal of the appendix. 


6. The temperature is frequently of diag- 
nostic value, in that in adults it seldom ex- 
ceeds 100 degrees, if the appendix is not rup- 
tured. The temperature may be normal even 
in the presence of a suppurative, gangren- 
ous appendix. This can therefore be of a 
negative significance in differential diagnos- 
is. For instance, if the temperature in an 
adult is over 100 degrees and the abdominal 
signs do not indicate a ruptured appendix 
one must stop and consider the possibility 
of pathology in other organs. However, in 
children we see much higher temperatures, 
being frequently above 100 degrees without 
rupture. 

7. The urine as a rule is not regarded as 
a diagnostic aid in appendicitis, but may 
show a trace to one plus albumin and one to 
four plus acetone depending on the duration 
of the attack. The appearance of white or 
red blood cells in the urine should not delay 
the operation providing the history and clin- 
ical findings point to appendicitis. Both 
white and red blood cells are found in a 
catherized specimen in a small number of 
cases due to the close approximation of the 
inflamed appendix to the ureter or bladder. 


CHRONIC APPENDICITIS 


I realize that there is still disagreement as 
to the correctness of the term “chronic ap- 
pendicitis,” so I am using this term in a 


strictly clinical sense to designate “those per- 
sons having recurrent attacks of a mild na- 
ture characterized by abdominal distress, 
constipation, nausea, and a positive Morris’ 
point.” 


The person who is suffering from chronic 
appendicitis is in reality more unfortunate 
than the one who has an acute attack. In 
the latter the diagnosis is readily made and 
the trouble promptly removed. 


In this class of patients fall many who 
claim to be suffering from “acid stomach,” 
“colitis,” peptic ulcers, chronic constipation, 
and allergic gastroenteritis. These patients 
suffer from chronic indigestion and are con- 
stantly having to watch their diet. From 
time to time they take various laxatives and 
enemas for relief of the feeling of fullness. 
The most deplorable aspect of this common 
affliction is the age group affected by it. It 
is the young adult who is most commonly af- 
fected. Many of these cases will sooner or 
— become acute and the diagnosis will be 
made. 


1. The white blood count is usually nor- 
mal in these cases, unless it is taken during 
a subacute exascerbation, and even then it 
will be within normal limits if the subacute 
phase has existed for several days due to the 
gradual formation of a resistance to the in- 
flammation. 


2. The history of bowel irregularity with 
recurrent attacks of constipation is common 
and this is many times in the form of a re- 
current constipation at weekly or monthly 
intervals. Occasionally this is followed by 
an unexplained diarrhea. After a careful 
history and examination, the constipation 
may be found to be on a relative basis. The 
feeling of fullness accompanying appendici- 
tis is the same feeling of fullness which ac- 
companys actual constipation. Hence, the 
sufferer seeks the relief afforded by enemas 
and laxatives. 


3. The appetite in most of these cases is 
good from time to time, but they will state 
that it is lost and there is some nausea when 
they are severely constipated. They frequent- 
ly trace their nausea to indiscretion in diet. 
It has been an interesting observation in 
many of these cases that they are under- 
weight in spite of a good appetite. 

4. Of all the signs and symptoms attrib- 
uted to a chronically diseased appendix there 
remains one sign that is uniformly present 
regardless of the location of the appendix. 
This sign is present before the localization 
is manifested in an acute attack. It is pres- 
ent after the acute attack has subsided and 
there is no tenderness at McBurney’s point. 
This sign is present whenever there is path- 
ology involving the appendix. And it is the 
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finding and interpretation of this sign by 
the family physician that is the difference 
between robust health and gastrointestinal 
“neurosis” in many cases. This sign was 
first described by Robert Morris of New 
York in 1910. Morris’ point is located one 
and one-half inches from the umbilicus on a 
line drawn between the anterior superior 
spine of the ileum and the umbilicus. There 
is a right and a left Morris’ point, and they 
are situated over the respective lumbar sym- 
pathetic ganglia. Tenderness on deep pres- 
sure over the right one alone is indicative of 
a diseased appendix. Tenderness over both 
points or the left point alone is indicative of 
pathology in the pelvis. 

5. In the larger clinics a close follow-up 
on patients operated on for chronic appen- 
dicitis reveals a “cure” in about 90 per cent 
of the cases. The remaining 10 per cent 
comprises those who were partially or not 
at all relieved. 

6. We wish to stress the point that 
chronic right lower quadrant pain is seldom 
appendicitis, and that appendectomy may 
only aggravate this type of pain. Also, that 
not infrequently an appendectomy perform- 
ed during an acute attack in a child has 
cleared up a chronic constipation and lack 
of appetite which had persisted since birth. 


If we are to lower the morbidity and mor- 
tality from appendicitis we firmly believe it 
will be through the more careful interpreta- 
tion of the clinical manifestations of the so- 
called “chronic appendix,” because it is the 
chronic appendix of today that is the rup- 
tured appendix of tomorrow. 


In summarizing, let us say that in acute 
appendicitis a history of onset of distress in 
the epigastrium is the most reliable symp- 
tom, and that local tenderness somewhere in 
the right lower quadrant is the most reliable 
sign. Also, that we believe less confidence 
should be placed in the white blood count, 
especially as to the stage of the disease. 

In chronic appendicitis (which we are con- 
vinced is a definite clinical entity) a history 
of recurrent symptoms referable to the gas- 
trointestinal tract, together with a Positive 
Morris’ point, especially in a child or young 
adult, makes the diagnosis relatively certain. 
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Indications for Surgery In the Treatment of Gastric 


aud Duodenal Uleer* 


MINARD F. JAcoBs, M.D. 
OKLAHOMA CITY, OKLAHOMA 


It was not many years ago when a discus- 
sion of the types of peptic ulcer cases that 
should be selected for surgical treatment 
would have brought forth vehement argu- 
ments by both the internists and surgeons. 
Today, however, there is a closer approxi- 
mation of opinion, brought about by more in- 
dividualization of cases, a result of accurate 
follow-up statistics of large groups of pa- 
tients. In a decision of medical versus sur- 
gical treatment, one must consider not only 
the anatomy and physiology of the patient, 
but also the presence of associated disease, 
even the economic status and hygienic habits 
of the individual. 

An acute ulcer heals rapidly, therefore, 
treatment must concern iself with the chron- 





_*Read in General Clinical Session, Southern Medical Asso- 
ciation, Thirty-Second Annual Meeting, Oklahoma City, Okla- 
homa, November 15-18, 1939. 


ic ulcer. What makes an ulcer chronic? The 
answer is not known, but we do know that 
the factors of altered chemistry and motility 
are important. Both medical and surgical 
treatment corrects these factors in selected 
cases. 

Duodenal ulcer and gastric ulcer may be 
considered together as regards the indica- 
tions for surgical treatment as they are sim- 
ilar histologically and from the standpoint of 
complications, with the important exception 
that a gastric ulcer may be a malignant 
ulcer. 

The indications for surgical treatment of 
gastric and duodenal ulcer are: 

(1) Perforation 

(2) Obstruction 

(3) Hemorrhage 

(4) Intractability to medical man- 
agement 
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(5) Indecision regarding the be- 
nignancy of gastric ulcer 

(6) Recurrence of an ulcer after 
operation where medical treat- 
ment has failed. 


(1) Acute perforation is an emergency 
demanding immediate surgical intervention 
and needs no discussion. Chronic perfora- 
tion will be mentioned later. 


(2) Organic obstruction of the pyloris 
must be distinguished from retention as the 
latter often yields successfully to medical 
management. By retention is meant obstruc- 
tion caused by edema and spasm. However, 
repeated recurrences of retention often re- 
sults in stenosis. Such an obstruction due 
to cicatrization of the pyloris is always an 
indication for surgery. The two conditions 
may be distinguished at times only by a trial 
of medical management followed by a care- 
ful re-examination. 


(3) The treatment of hemorrhage in gas- 
tric and duodenal ulcer is still a point of dis- 
agreement even among surgeons. Although 
the primary hemorrhage is rarely fatal, it 
is a serious complication. Its seriousness is 
due chiefly to possible recurrence and sec- 
ondary complications. In a series of 1804 
cases of duodenal ulcer studied by Allen and 
Benedict (1) at the Massachusetts General 
Hospital, approximately one-third had had a 
massive hemorrhage. It is interesting that 
in the fatal cases the average age was 56.3 
years, whereas in those that recovered the 
average age was 41.8 years. Undoubtedly a 
factor in the fatal cases was the presence of 
arterial changes. It is this factor to a great 
extent that is responsible for the difference 
of opinion as to the course to pursue during 
the stage of active bleeding. Finsterer (2) 
of Vienna represents the radical school and 
feels that in an elderly patient beyond 60 
years of age or in an arterio-sclerotic surgi- 
cal treatment is urgent. He also believes 
that in acute hemorrhage from a definitely 
demonstrated ulcer immediate operation is 
indicated because it is the most reliable 
method for the arrest of hemorrhage . Allen 
(3) urges operation in the better risk pa- 
tients in the older age group and feels that 
delay should not be extended beyond forty- 
eight hours, but states that “peptic ulcer as- 
sociated with massive hematemesis should 
be considered an elective procedure regard- 
less of age in those who have spontaneously 
recovered from an episode of bleeding.” 
Other surgeons such as Lahey (4) and’ Bal- 
four (5) take a more conservative attitude 
and feel that a hemorrhage demands at least 
surgical consideration, but that recurrent 
massive hemorrhage demands surgery if a 
fatality is threatened. At this stage, how- 
ever, it is often too late. It has often been 


said that the incidence of death from hemorr- 
hage by conservative treatment is less than 
the mortality associated with gastric opera- 
tions. It is certainly true that medical treat- 
ment failures are increased after the second 
hemorrhage. A recent article by Meulen- 
gracht (6) of Copenhagen reports a series 
of 368 cases of hemorrhage with a mortality 
of 1.3 per cent. These cases were treated 
medically mainly by feeding as against the 
time-honored method of starvation. He 
feels that with this low mortality surgery 
does not come into the question to which all 
of us will agree providing his low mortality 
record can be equalled. My own experience 
with this type of treatment leads me to be- 
lieve it is a definite advance in the manage- 
ment of hematemesis. Generally speaking, 
the safest procedure is to treat the patient 
medically during the stage of bleeding and 
to elect surgical treatment after two or more 
hemorrhages with operation preferably dur- 
ing an interval period as it is likely that such 
an ulcer is callous and hence a recurrence is 
probable. 


(4) Uleers that are intractable to medi- 
cal treatment and incapacitate the patient 
are best treated by operation. I do not be- 
lieve, however, that surgery is indicated for 
the relief of “indigestion” simply because 
medical management has failed. The ques- 
tion arises as to what is meant by failure. 
Obviously a correct diagnosis is an absolute 
pre-requisite for such a conclusion. Dr. W. 
J. Mayo once when asked when medical 
treatment might be considered a failure ans- 
wered, “after nine complete and permanent 
medical cures.” Certainly every type of med- 
ical treatment shouid first be tried, includ- 
ing such measures as continuous drip with 
antacids and the various types of parenteral 
medication as it is well known that a change 
in the type of treatment often bri about 
remarkable relief in some cases. There are 
certain types of cases, however, that are 
probably doomed to failure under medical 
management and if we could select these we 
would not have to observe the dictum of giv- 
ing medical management a trial before re- 
sorting to surgery. Those cases that com- 
plain of constant pain radiating through to 
the back or at times present only in the back, 
frequently worse at night, and not relieved 
by food or alkalies are generally cases of 
chronic pancreatitis secondary to the ulcer 
and will obtain relief only from surgery. At 
times a failure to respond to medical man- 
agement is due primarily to associated dis- 
ease of the gall bladder or appendix or in- 
fection about the teeth or in the tonsils. 
These infections must be eradicated and if 
they are intra-abdominal the gastro-duoden- 
al pathology may be cared for at the same 
time, other conditions permitting. Intracta- 
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bility may also be due to marked cicatriza- 
tion of the ulcer interfering with proper 
healing, or to peri-duodenal or peri-gastric 
adhesions interfering with proper motor 
function. On the other hand the high strung 
emotionally unstable individual with a per- 
sistent hypersecretion and with little or no 
response to medical treatment is usually a 
poor candidate for operation as even this 
does not long give relief. Furthermore, this 
is the type that develops gastro-jejunal ulcer 
and, therefore, is probably better off with 
continued medical management in spite of 
incomplete relief. 


(5) The inability to decide whether a gas- 
tric ulcer is malignant or benign should be 
an indication for surgical exploration. Pro- 
crastination because of indecision too often 
brings remorse. Approximately one-half of 
the ulcerating gastric lesions are unquestion- 
ably malignant when first examined so it is 
in the remaining 50 per cent that a decision 
must be reached. Generally speaking, large 
ulcers roentgenologically are more likely to 
be malignant, yet size alone is not a definite 
index. Balfour (7) reported 100 cases of 
gastric ulcer after gastro-enterostomy with 
a 10 year follow-up period. Six of these had 
died of carcinoma and they were all large 
ulcers. Suspicion that the ulcer is malig- 
nant should be aroused if the distress chang- 
es in type, if it becomes constant, or if there 
is a failure to obtain relief with food or 
alkalies. Loss of appetite and nausea are 
often significant. It is in these cases of 
gastric ulcer that I believe gastroscopy has 
a definite place. Schindler (8) feels that 
the trained gastroscopist can differentiate 
the benign from the malignant ulcer. Gas- 
troscopy can further determine the extent of 
the lesion which may prevent an unnecessary 
exploration. A satisfactory decision may 
also be reached with few exceptions by a 
three weeks’ period of observation as ad- 
vocated by the Lahey Clinic. The pa- 
tient is kept at absolute bed rest and if after 
three weeks of strict medical treatment the 
symptoms are relieved, the ulcer has disap- 
peared or reduced markedly in size roent- 
genologically, and occult blood has disappear- 
ed from the stools, the condition may be con- 
sidered benign. If doubt still exists, how- 
ever, surgery is definitely indicated. 


(6) The recurrence of an ulcer after u 
primary operation where medical treatment 
has been tried without success should like- 
wise be considered a surgical indication. 


In conclusion it must be remembered that 
although there are definite indications for 
the surgical treatment of gastric and duo- 
denal ulcer they must be carefully considered 
as the patient may be left more liable to the 
graver accidents of gastro-jejunal ulcer, vi- 


cious vomiting, a mal-functioning gastro-en- 
terostomy, peri-anastomotic gastritis, and 
even the persistence of the original ulcer. As 
Ryle (9) aptly stated “the triumphs of sur- 
gery are more complete but so are the fail- 
ures so a careful decision should be made.” 
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LACK OR FAILURE OF LEGISLATION 
IMPAIRS TUBERCULOSIS CONTROL 


Lack of or faiure to enforce legislation enabling 
authorities to admit to the hospital and detain there 
those patients with the infectious stages of tuberculosis 
diminishes to a large extent the value of the municipal 
hospital in protecting the community from this disease, 
Herman Epstein, M.D., and H. W. Hetherington, M.D., 
Philadelphia, declare in a recent issue of The Journal of 
the American Medical Association. 

‘*The value of a municipal hospital for the isolation 
and treatment of indigent patients with advanced tuber- 
culosis of the lung is limited by the fact that many 
patients remain in the hospital for short periods only 
and leave against advice,’’ they state. 

‘*Refusal of patients to remain in the hospital con- 
stitutes one of the greatest difficulties both in the 
treatment of the individual case and in the protection 
of the community.’’ 

Of 504 consecutive patients leaving the Department 
of Tuberculosis of the Philadelphia General Hospital, 
the authors say, ‘‘the majority remained in the hospital 
less than ten weeks, 87 per cent remained less than 
seven months and only 6 per cent remained more than 
one year. Excluding these who died, 65 per cent of the 
Negro and 40 per cent of the white patients left the 
hospital against advice.’’ 

The only patients who are justified in staying at 
home under the care of private physicians or clinics, 
the authors believe, are those whose sputums or saliva 
can be kept negative for the tuberculosis germ and 
those who are prevented by proper precautionary 
measures from infecting persons who come in contact 
with them. 

‘*The proper evaluation of bed rest is frequently 
not appreciated,’’ they declare. ‘‘In cases of less 
advanced disease and hopeful outcome there is a 
tendency to allow more activity, while in cases of 
progressive disease in which the outlook is hopeless, 
strict bed rest is frequently enforced, even though the 
physician is aware that the disease is incurable and 
will progress to fatal termination in spite of treatment. 
It would seem more reasonable to reverse this pro- 
cedure. 

‘*The patient with the earlier lesion and better out- 
look is precisely the one for whom complete bed rest 
should be urged, since this may be the factor that deter- 
mines whether or not the disease will be controlled. 
On the other hand, provided isolation is maintained, 
strict bed rest need not be enforced on the patient with 
advanced disease and hopeless outlook, if he would be 
more contented with some activity. 
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STATE DUES WILL NOT BE ACCEPT- 
ED AT THE REGISTRATION DESK AT 
THE ANNUAL MEETING EXCEPT 
THROUGH COUNTY SECRETARIES. 


THE TULSA MEETING 


The meeting arrangements have been so 
planned that all functions will be under one 
roof at the Mayo Hotel. Make your reserva- 
tions as there is going to be a large attend- 
ance. 

Such guest speakers as this program will 
present, you cannot afford to miss. Every 
section has a complete program filled with 
scientific material of practical value. 

The business of the organization will be 
in the hands of the House of Delegates and 
the Council and it is to be desired that every 
member of the House will be thoroughly fa- 
miliar with the new constitution so that this 
matter can be disposed of with wisdom and 
dispatch. It was thoroughly discussed at the 
last meeting and is now in fine shape for 
final action. 

We are always sure of a cordial reception 
in Tulsa and everything is arranged for our 
pleasure and entertainment, therefore, come 
prepared to have a good time. The doctors 
wives will see to it that the ladies are given 
the usual consideration and entertainment 
for which Tulsa is famous. 

You cannot afford to miss this meeting. 


Cancer Control: Early is the Word 


CLARENCE C. LITTLE, Sc.D., 


Managing Director, American Society for the 
Control of Cancer 








Cancer is a curious foe. Second only to 
heart trouble as a killer and most feared of 
all causes of death, cancer is in its early 
stages one of the most curable of serious dis- 
eases. Its definite diagnosis requires the 
services of a highly trained pathologist, but 
early symptoms which may mean the disease 
is present are easily recognized by any alert 
individual. Once cancer is diagnosed the 
preferred treatment is by a group of special- 
ists and yet the key man in the whole ‘pic- 
ture of cancer control is the general practi- 
tioner to whom patients come for periodic 
examinations or for advice about apparently 
harmless conditions. While late cancer caus- 
es considerable suffering, in the early stages 
it is nearly always painless. 


It is fitting that this paradoxical disease 
should be fought by an Army, not chiefly of 
men but of women, an Army not of destruc- 
tion but of education, and its war should be 
a war to save life. Four years ago a small 
group of physicians, research workers, and 
club women launched the Women’s Field 
Army of the American Society for the Con- 
trol of Cancer. Its goal was to reduce cancer 
mortality and to arouse the interest of men 
and women everywhere in this disease and 
the methods and facilities available in their 
communities for treating and controlling it. 
Between one-third and one-half of those who 
now die could and should be saved by early 
diagnosis and prompt treatment, declared 
the American Society for the Control of 
Cancer. 

The growth of the Women’s Field Army 
has been rapid. Divisions are now under- 
way in forty-six states, Cancer information 
centers — local units of the Army — have 
been established in more than half the coun- 
ties of the country. Cancer control is receiv- 
ing more attention than ever before. 

A beginning has been made, but only a 
beginning in this peacetime war. Approxi- 
mately 150,000 men, women and children 
were destroyed by cancer in 1939. The 
needs in the field are great: more clinics, 
more funds for research, more facilities for 
indigent patients, above all, more education 
for the general public. 

Working under the supervision of physi- 
cians and other experts, women are the lead- 
ers and organizers of the fight against can- 
cer. However, the most paradoxical thing 
about this complex disease is that we cannot 
leave its control to leaders, to research work- 
ers, or medical men. We must all do our bit. 

The Field Army suggests three measures 
that each one may adopt and so play a part 
in cancer control: 

1. Have a comprehensive physical exam- 
ination once a year, however well one feels. 
Women over thirty-five years of age should 
have what the American Society calls the B. 
P. Examination, covering the Breast and 
Pelvic areas, semi-annually. 

2. Memorize the cancer danger signals, 
early and usually painless symptoms that 
may mean the disease is present and should 
always mean a visit to a physician. They 
are: any persistent lump or thickening, par- 
ticularly in the breast; any irregular bleed- 
ing or discharge from any body opening; any 
persistent and unexplained indigestion; any 
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sore that does not heal normally, especially 
about the tongue, mouth or lips; any sudden 
change in the form or rate of growth of a 
mole or wart. 


3. Enlist in the Women’s Field Army in 
April, set aside by Special Act of Congress as 
Cancer Control Month, and so help the Army 
carry on its work of education to save lives. 


Educate, Save, Enlist. These are the im- 
peratives of the war against this disease. 
One more word should be emphasized. It 
occurs in this editorial many times. The 
word is Early — and Early Is the Watch- 
word in Cancer Control. 





Newspapers’ Comment on Court's 
Decision Reviewed 


‘* Although the time is brief since the United States 
Circuit Court of Appeals in Washington announced its 
decision that the practice of medicine is a trade, several 
of the leading newspapers in the country have already 
indicated their point of view regarding this decision,’’ 
The Journal of the American Medical Association for 
March 23 says in an editorial. 


‘*This point of view is not wholly in agreement with 
the United States Circuit Court of Appeals. A few 
papers, on the other hand, have expressed their enjoy- 
ment in the decision, notably the Washington, D. C., 
Times, the New York Times and the Indianapolis Times. 
As might be expected, the New York Times, engages in 
another slur at the American Medical Association and 
suggests that encouragement by the Association of vari- 
ous experiments ‘might have prevented the consider- 
ation of such monstrosities as the original Wagner 
Health Bill and would certainly have prevented a 
criminal action under the Sherman Act.’ This philoso- 
phizing of the New York Times after the event is a 
further indication of the complete faliure of the editor 
of that newspaper even to begin to understand what the 
trouble is all about. Apparently both its editorial writer 
and Mr. Kaempffert (if they are not one and the same) 
have developed fixed opinions in this field and are not 
to be swayed by any attempt to examine carefully into 
the whole situation and the evidence. 


‘*The Washington, D. C., Star points out that the 
question of law in this case, despite its importance, is 
overshadowed by the factual issues. The Indianapolis 
Star says that Americans who still oppose the attempted 
regimentation of the New Deal will derive little com- 
fort from this decision and, it continues, ‘The feeling 
persists that the Department of Justice crusade against 
the national medical organization may have been 
prompted less by alleged restraint of ‘‘trade’’ than for 
the purpose of destroying the desired independence of 
the medical profession.’ Moreover, the St. Louis 
Globe-Democrat emphasizes that ‘Doctors are convinced, 
and correctly, that best interests of the nation’s health 
ean never be served by a system that would destroy 
the intimate rélationship between physician and patient, 
that would put doctors on a salary, that would tend 
to stifle scientific initiative and the highest type of 
medical care.’ Commenting particularly on this decis- 
ion, the St. Louis newspaper says ‘Legal interpretation 
often amazés the layman. For the court to designate 
the practice of medicine a trade seems preposterous. 
There is and always has been a chasm of distinction 
between trade and profession. Legal definitions, of 
course, have before been known to ignore the dictionary. 
Yet most learned judges have striven to interpret words 
accurately. Certainly the Congressmen who passed the 
Sherman Act never faintly imagined their law would 


be construed to apply to medical practice. This case 
should be promptly appealed to the Supreme Court. The 
American Medical Association is fighting for integrity 
of a profession that has given the United States the 
finest health protection of any nation in the world. if 
it is to continue to new achievement it must be free of 
regimentation, unhampered in development of standards 
and morale and practice; whose requirements doctors 
themselves may be justly assumed to know best.’ 


‘‘The Cincinnati Times-Star writes ‘This is a very 
far-reaching decision. Should it hold good in prevent- 
ing medical societies from disciplining their members, 
it will prevent bar associations from imposing standards 
of legal conduct under penalty of disbarment. Its effect 
upon trade unions would be nothing less than to rule 
out the closed shop. It is true that the Clayton Act 
exempts trade unions, as such, from the provisions of 
the Sherman Act. But the Clayton Act does not exempt 
any specific action of trade unions. The mere act of 
joining or organizing a union is not a violation of the 
Sherman Act, but the act of preventing a non-union 
man from getting a job in a closed shop would assuredly, 
under the Washington ruling, be a violation. It seems 
clear to us that when Congress passed the Sherman 
Act it used the word ‘‘trade’’ to cover the field of 
commercial activity. The idea that medical societies, 
bar associations, etc., might be classed as ‘‘trade’’ 
groups never occurred to anybody until Thurman Arnold 
had the bright notion of prosecuting the A. M. A. 
because he disagreed with its opinion of group medicine. 
It will be a curious irony if the New Deal effort to 
dictate the professional standards of physicians should 
ultimately destroy a privilege sacred to labor unions.’ 


‘*The Detroit Free Press asks what is to become of 
the long established distinction between the trades and 
the professions and hints that such a decision might 
interfere with freedom of worship, because under this 
decision ‘competition among exponents of creed would 
become an activity subject to legal inquiry and regula- 
tion in case anybody should charge ‘‘unfair trade prac- 
tices’’ or efforts to ‘‘create a monopoly.’’ 


‘*The editorial which appeared simultaneously in the 
Washington, D. C., Times and in the Indianapolis Times 
is devoted primarly to an attack on the unions and 
says that the doctors and the carpenters seem to be in 
the same boat. This editorial attacks particularly the 
leaders of union labor and, by implication, leaders in 
the field of medicine, arguing that Mr. Arnold is not 
interested in attacking the workers but only in attack- 
ing their leaders. This is the same type of philosophy 
which says that it is not the German people with 
whom England is at war but only Hitler. 


‘*A final editorial from the Daily Idahonian, pub- 
lished in Moscow, Idaho, uses the whole incident in a 
manner which will hardly give aid and comfort to Mr. 
Arnold or any one else who is interested at all in the 
quality of medical service. This editorial says ‘Simi- 
larly certain types of healers are barred from most 
hospitals. Why they should be is something the average 
layman has never been able to understand. Why 
osteopaths or chiropractors should be refused the right 
to hospitalize their patients in buildings endowed by 
philanthropists for the public good, or built with public 
funds or through public subscription, is without logic 
or sane reasoning.’ 


‘*No doubt those who have been primarily concerned 
in breaking down established order in the field of medi- 
cine, and who care little or not whether the high stand- 
ards of medical service which now prevail are wrecked, 
are rejoicing in this appeal that the hospitals be opened 
without restraint to every half-educated medical pre- 
tender and charlatan.’’ 





~~ sah 4b betes 6 


a &® FHF oe A oa Url hk 


eg / nian lla «i. a. a. 


89 


oonwo fs 


— 
~ 








JOURNAL OF THE OKLAHOMA StaTE MEDICAL ASSOCIATION 21 











| ietietinetieetinetiantintenstion 2 


° THE PRESIDENT’S PAGE * 

















A STORY 


Once upon a time a country doctor was 
honored by his colleagues by being elected 
president of their State Medical Association. 
He never really knew by what count of his 
virtues this honor had come to him, but only 
that he was pleased and proud such trust 
should be placed in him. 


He had no revolutionary ideas or panaceas 
for the curing of the charged ills of his pro- 
fession because he did not believe that any 
serious ills existed. At least any ills that a 
policy of progressive medicine would not 
cure. This country doctor therefore solemn- 
ly promised himself that for his tenure of 
office he would preach the gospel of progres- 
sive medicine and conduct the affairs of the 
Association through the Council on a fair, 
equitable and business-like basis. 

This creed this country doctor practiced 
for twelve months. (And he will continue 
to practice it.) He sought advice and aid on 
many of his problems; he attended as many 
meetings of the county societies of the Asso- 
ciation as he could, and, finding that it would 
be impossible to reach the majority of them, 
he tried to meet through councilor district 
meetings a representative cross section of 
the members, so that he might better under- 
stand their needs and their ideas as to how 
to make their medical Association a better 
and more harmonious organization. 

Through all of this work and the many 
miles traveled, never once did he find a spirit 
of defeatism prevalent. True, it was not that 
all communities were booming and the lot 
of the doctor one of security and prosperity, 
but irrespective of the condition or the out- 
look, the family doctors were still practic- 


* 





ing not only medicine but the Golden Rule. 

So now comes this country doctor to the 
end of his tenure of office. He still believes 
in the principles of progressive medicine and 
the future of his profession. He also has 
found out much to his joy that progressive 
medicine was not patented as a creed by any 
one person, but rather by his profession. He 
realizes now more than ever before that his 
Association is in good hands because it is in 
the hands of every member. He knows that 
every doctor will take advantage, and glad- 
ly so, of every opportunity to better his pro- 
fessional learning, as well as to do his part 
in making his organization a better one. By 
the cooperation he has received from indiv- 
idual members, from his committees, and 
from the Council, he is certain that adequate 
leadership is present in every county society 
as well as every community. 

In closing this story, this country doctor 
finds pathos in the theme by virtue of the 
fact that he wasn’t able to see and visit with 
every member of the Association. Though 
he failed in this impossible task, he is going 
back to Chelsea happy and contented in the 
knowledge progressive medicine is not com- 
ing to Oklahoma, but rather that it is here, 
and here to stay. He still thinks that the 
words of Teddy Roosevelt when he said, 
“Every man owes part of his time to the 
upbuilding of the profession to which he be- 
longs” is one of the best slogans he could 
recommend to every member of the Associa- 
tion. 

He will never forget, but rather he will 
always revere his associations and his asso- 
ciates. He is going back home to do his part 
when called upon, and to practice progressive 
medicine. 


President. 
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PROGRAM 


Forty-Eighth Annual Session of the Oklahoma State Medical 
Association at Tulsa, May 6, 7, 8, 1940 


General Information 


Headquarters—Mayo Hotel, Tulsa. 

Registration — SIXTEENTH FLOOR, 
MAYO HOTEL. All physicians, except 
those from outside the state and visit- 
ing guests, must hold membership 
cards for 1940 before registering. Dues 
will not be accepted at the meeting ex- 
cept from county secretaries. 
Registration will open at 8:00 a. m. 
Monday. 

Guest Speakers—Alphonse McMahon, M.D., 
Vice-President American Medical As- 
sociation, Senior Instructor in Medi- 
cine, St. Louis University, St. Louis, 
Mo.; Edward H. Skinner, M.D., Amer- 
ican Board of Radiology, American 
College of Radiology, Kansas City, Mo.; 
Horton R. Casparis, M.D., Professor of 
Pediatrics, Vanderbilt University Schooi 
of Medicine, Nashville, Tenn.; Curtice 
Rosser, M. D., Professor of Proctology, 
Baylor University School of Medicine, 
Dallas, Texas. 

General Sessions—The General Sessions will 
be held at 2:00 p. m. Tuesday and Wed- 
nesday, May 7 and 8, in the Crystal 
Ballroom, Sixteenth Floor, Mayo Hotel. 

House of Delegates—The House of Delegates 
will meet at 8:00 p. m. Monday, and at 
8:00 a. m. Tuesday and Wednesday in 
the Crystal Ballroom, Sixteenth Floor, 
Mayo Hotel. 

Council—The Council will convene at 3 p. m. 
Monday, May 6, in the French Room, 
Mezzanine Floor, Mayo Hotel, and 
thereafter on the call of the President. 

Resolutions—Resolutions to be submitted to 
the House of Delegates should be pre- 
pared and presented at the first meet- 
ing. 

First Annual Secretaries Meeting—lIt is 
hoped that from this meeting will come 
the impetus to make this an annual af- 
fair. The first meeting will be a 
luncheon Wednesday, May 8, at 12:30 
p. m. at the University Club. The en- 
tire program will be devoted to Asso- 
ciation business between the compohent 
county societies and the office of the 
Association. All officers of the county 
societies are urged to attend. 

Oklahoma Pediatric Society—The meeting of 
the Oklahoma Pediatric Society will be 
in the Junior Ballroom, Mezzanine 


Floor, Mayo Hotel, at 2:00 p. m. on 
Monday, May 6. 

Public Health Meeting—This meeting will 
be held in the Ivory Room, Mezzanine 
Floor, Mayo Hotel, Monday, May 6, at 
2:00 p. m. 

Tuberculosis Symposium—Will be held at 9 
o’clock Wednesday morning in the 
French Dining Room, Mezzanine Floor, 
Mayo Hotel. 

Commercial Exhibits — SIXTEENTH 
FLOOR, MAYO HOTEL. The finest 
display of exhibits that have ever been 
shown at any medical meeting in Okla- 
homa, outside of the Southern Medical 
meeting, will be available for your in- 
spection. 

Scientific Exhibits—SIXTEENTH FLOOR, 
MAYO HOTEL. These exhibits will be 
of intense interest to the entire profes- 
sion. The exhibits will cover the fields 
of orthopedics, pathology, hematology, 
cancer, lung, plastic surgery, and exhib- 
its from the American Medical Associa- 
tion. There also will be a Registry Ex- 
hibit of the American Society of Clinical 
Pathologists. 

Clinics—No formal clinics will be held. 
However, on Monday, Tuesday, and 
Wednesday mornings at the various 
hospitals, arrangements have been made 
for all registered doctors to attend in- 
formal clinics. A schedule of these clin- 
ics will be posted at the registration 
desk. 

Golf Tournament—The annual Golf Tourna- 
ment will be Monday afternoon, May 6, 
at the Oakhurst Country Club. Teeing 
off time will be one o'clock. An en- 
trance fee of $3.00 will be charged and 
will cover green fees, accoutrements 
and buffet dinner. There will be ample 
time for all contestants to complete 
their matches and return to the Mayo 
for the House of Delegates meeting. 
Prizes are being awarded for the dif- 
ferent flights and are unusually attrac- 
tive. 

Medical Reserve Officers—There will be a 
luncheon Tuesday noon, May 7, on the 
Mezzanine Floor of the Mayo Hotel. 
Tickets will be on sale either in the 
lobby or at the registration desk. 

Hall of Health—Tulsa County Medical So- 
ciety is sponsoring a Hall of Health that 
will be open to both the lay public and 
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the profession. This is another out- 
standing feature of this year’s annual 
meeting. It will be held in the Tulsa 
Coliseum. It is hoped that the “Lind- 
bergh heart” will be on display. 

Women’s Auxiliary—The meetings of the 
Auxiliary will be held in the Open Par- 
lor, Mezzanine Floor, Mayo Hotel. The 
Executive Committee will meet at 7:30 
p. m. Monday, May 6, and the first gen- 
eral meeting will be at 9:00 a. m. Tues- 
day, May 7. 


Women’s Program 


State Auxiliary Officers 

Mrs. E. Eugene Rice, Mrs. Geo. Garrison, 
President Parliamentarian 
Shawnee, Oklahoma Okla. City, Okla. 
Mrs. W. A. Fowler, Mrs. Julian Feild, 
President-Elect Vice-President 
Norman, Oklahoma Enid, Oklahoma 
Mrs. C. C. Young, Mrs. Chas. Paramore, 
Treasurer Secretary 
Shawnee, Oklahoma Shawnee, Oklahoma 

Mrs. E. D. Green- 

berger, Historian 

McAlester, Oklahoma 


Convention Program 
Registration—Mezzanine Floor, Mayo Hotel 
Monday, May 6, 1940 
7:30 P.M.—Meeting of State Executive 

Board, 816 Mayo Hotel. 
Tuesday, May 7, 1940 
9:00 A.M.—General Meeting in Open Par- 
lar, Mezzanine Floor, Mayo. 
All Doctors’ wives urged to at- 
tend. 

12:30 P.M.—Luncheon at Tulsa Club Roof 
Garden $1.10. All visiting lad- 
ies invited to attend. Please 
secure your tickets at registra- 
tion desk. Following the 
luncheon there will be a tour of 
Philbrook Art Museum, start- 
ing from the Tulsa Club. 


Convention Committees 


Maurice J. Searle, M.D., General Chairman 

Advisory Committee—W. Albert Cook, M.D.; 
P. P. Nesbitt, M.D.; George Osborn, 
M.D.; A. W. Pigford, M.D.; James 
Stevenson, M.D.; Russell Pigford, M.D. ; 
~— Haralson, M.D.; Henry Browne, 

Program Committee—E. O. Johnson, M.D., 
Chairman; Frank A. Stuart, M.D.; Mar- 
vin Henley, M.D. 

Scientific Exhibits Committee—E. Rankin 
Denny, M. D., Chairman; H. H. Porter, 
M. D.; Gifford Henry, M.D. 

Commercial Exhibits Committee—S. C. 
Shepard, M.D., Chairman; W. A. Show- 
man, M.D.; Morris B. Lhevine, M.D. 


Finance Committee—H. B. Stewart, M.D., 
Chairman; J. C. Peden, M.D.; Roy L. 


Smith, M.D. 

Entertainment Committee — Hugh Evans, 
M.D., Chairman; J. C. Shipp, M.D.; Ned 
Smith, M. D. 


Stationery and Badges Committee — Roy 
Dunlap, M.D., Chairman; J. Fred Bol- 
ton, M.D.; Mont Stanley, M. D. 

Hotel Reservations Committee—Ralph Mc- 
Gill, M. D., Chairman; W. D. Hoover, 
M.D.; B. L. Branley, M. D. 

Women Physicians Committee — Luvern 
Hays, M.D., Chairman; Molly McQuak- 
er, M.D., Marcella Ruprecht, M.D. 

Auxiliary Committee—Mrs. W. S. Larrabee, 
Chairman; Mrs. James Stevenson, Mrs. 
T. H. Davis, Mrs. Frank L. Flack, Mrs. 
Leon H. Stuart, Mrs. Hugh Perry, Mrs. 
Carl Hotz. 

Golf Committee—W. J. Bryan, M.D., Chair- 
man; R. Q. Atchley, M.D.; Henry 
Browne, M. D. 

Reserve Officers Committee—T. H. Davis, 
M. D., Chairman; P. P. Nesbitt, M.D.; 
Ian MacKenzie, M.D. 

Fraternity Dinners Committee—Robert Wit- 
cher, M.D., Chairman; Joseph Fulcher, 
M.D., Hugh Perry, M.D. 

Section Hosts Committee — C. E. Bradley, 
M.D., Chairman; J. C. Brogden, M.D.; 
Frank J. Nelson, M.D. 

Special Clinics Committee — I. A. Nelson, 
M.D., Chairman; Ian MacKenzie, M.D.; 
Allen C. Kramer, M.D. 


Location of Sections 


All sections will meet on Tuesday, May 7, 
and Wednesday, May 8, at 9:00 a.m. The 
meeting places are in the Mayo Hotel and 
are as follows, with the exception of Derma- 
tology and Radiology which meets only on 
Tuesday, May 7. 

Surgery—Junior Ballroom, Mezzanine Floor. 

Medicine—Ivory Room, Mezzanine Floor. 

Obstetrics and Pediatrics — Room A, Six- 
teenth Floor. 

Urology and Syphilology—Main Private 
Dining Room, Mezzanine Floor. 

Eye, Ear, Nose and Throat—English Dining 
Room, Mezzanine Floor. 

Dermatology and Radiology—Dining Room 
A, Mezzanine Floor. 

House of Delegates—Crystal Ballroom, Six- 
teenth Floor. 

Council—French Room, Mezzanine Floor. 


Monday 


May 6, 1940 


1.—1:00 P.M.—Golf Tournament, Oakhurst 
Country Club. 
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2.—2:00 P.M.—Oklahoma Pediatric Society, 
Junior Ballroom, Mezzanine 
Floor, Mayo Hotel. 

3.—2:00 P.M.—Public Health Department 
Program, Ivory Room, Mez- 
zanine Floor, Mayo Hotel. 

4.—3 :00 P.M.—Council Meeting, French 
Room, Mezzanine Floor, 
Mayo Hotel. 

5.—8 :00 P.M.—House of Delegates Meeting, 
Crystal Ballroom, Sixteenth 
floor, Mayo Hotel. 


Details of Programs follow 
numerically. 


I. Golf Tournament 


Monday, May 6, 1940 
Oakhurst Country Club 
W. J. Bryan, M.D., Chairman 
Registration—All morning; Entrance fee, 
$3.00. 
1:00 P.M.—Teeing off time. 
5:00 P.M.—Buffet Dinner and Accoutre- 
ments. 
Entrance fee includes everything 
except caddy fees. 


2. Oklahoma Pediatric Society 
Monday, May 6, 1940 
Junior Ballroom, Mezzanine Floor, 
Mayo Hotel 
President—Hugh Graham, M.D., Tulsa. 
Vice-President—Ben H. Nicholson, M.D., Ok- 
lahoma City. 
Secretary—G. R. Russell, M.D., Tulsa 
2:00 P.M.—Business Session. 
3:00 P.M.—“Recent Advances in Chemo- 
Therapy” and “Recent Attitudes 
Toward Thymic Condition” — 
Horton R. Casparis, M. D., 
Nashville, Tenn. 
3:45P,.Ml—“The New Tuberculin Patch 
Test” — James G. Hughes, M.D., 
Memphis, Tenn. 
Discussions of Pediatric Inter- 
ests. 


B. Public Health Department 


PROGRAM 
Monday, May 6, 1940 

Ivory Room, Mezzanine Floor, Mayo Hotel 

Grady F. Mathews, M.D., State Health Com- 
missioner, Presiding. 

2:00 P.M.—“Management of the Well Child.” 

Horton R. Casparis, M.D., Nash- 
ville, Tenn. 
Discussed by P. J. Collopy, M.D., 
Director of Maternal and Child 
Health, Oklahoma Health De- 
partment. 

2:30 P.M.—‘The Relationship Between the 
County Health Department and 
the Private Practitioner.”’—Wil- 





’ 


liam Wood, M.D., Director of 
Tulsa County Health Depart- 
ment. 

Discussed by G. S. Baxter, M.D., 
Shawnee. 

3:00 P.M.—“The Incidence of Intestinal Par- 
asites in Fecal Samples Collected 
in Eastern Oklahoma.” (A pre- 
liminary report). — Donald B. 
McMullen, Sc. D., Acting Head 
of the Department of Public 
Health and Hygiene, University 
of Oklahoma School of Medicine; 
and James K. Gray, M.D., Con- 
sulting Pediatrician, Health 
Dist. No. 1, Oklahoma Health 
Department. 


4. Council Meeting 
Monday, May 6, 1940 
3:00 P.M. 
French Room, Mezzanine Floor, Mayo Hotel 


5. House of Delegates 


Monday, May 6, 1940 
8:00 P.M. 
Crystal Ballroom, Sixteenth Floor, 
Mayo Hotel 


Tuesday 


May 7, 1940 

1.—8 :00 A.M.—House of Delegates, Crystal 
Ballroom, Sixteenth Floor, 
Mayo Hotel. 

2.—9 :00A.M.—Section on General Surgery, 
Junior Ballroom, Mezzanine 
Floor, Mayo Hotel. 

3.—9 :00 A.M.—Section on General Medicine, 
Ivory Room, Mezzanine 
Floor, Mayo Hotel. 

4.—9 :00 A.M.—Section on Eye, Ear, Nose, 
and Throat, English Dining 
Room, Mezzanine Floor, 
Mayo Hotel. 

5.—9:00 A.M.—Section on Urology and 
Syphilology, Main Private 
Dining Room, Mezzanine 
Floor, Mayo Hotel. 

6.—9 :00 A.M.—Section on Obstetrics and 
Pediatrics, Room A, Six- 
teenth Floor, Mayo Hotel. 

7.—9 :00 A.M.—Section on Dermatology and 
Radiology, Dining Room A, 
Mezzanine Floor, Mayo Ho- 
tel. 

8.—2:00 P.M.—General Scientific Session, 
Crystal Ballroom, Sixteenth 
Floor, Mayo Hotel. 

9.—5 :00 P.M.—Tea for Doctors and Wives, 
Junior Ballroom, Mezzanine 
Floor, Mayo Hotel. 
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10—8 :00P.M.—Installation of President, 
Akdar Theater. 

11—10:00P.M.—President’s Reception and 
Dance, Crystal Ballroom. 


Details of Program follow 
numerically. 


I. House of Delegates Meeting 
Tuesday, May 7, 1940 
8:00 A.M. 


Crystal Ballroom, Sixteenth Floor, 
Mayo Hotel. 


2. Section on General Surgery 
Tuesday, May 7, 1940 
O. C. Armstrong, M.D., Sponsor 


Junior Ballroom, Mezzanine Floor, 
Mayo Hotel. 


Chairman—John McDonald, M.D., Tulsa. 
Vice-Chairman—Charles R. Rountree, M.D., 
Oklahoma City. 
Secretary—John Powers Wolff, M.D., Okla- 
homa City. 
9:00 A.M.—*“‘Acute Appendicitis in an Okla- 
homa Hospital.” — Erma 0. 
Johnson, M.D., Tulsa. Discus- 


sion: J. B. Darrough, M.D., ° 


Vinita; T. J. Hardman, M.D., 
Tulsa. 

9:30 A.M.—“Transplantation of Ureters 
for Exstrophy of the Bladder.” 
—George H. Kimball, M.D., 
Oklahoma City. Discussion: 
Henry S. Browne, M.D., Tulsa; 
C. B. Taylor, M.D., Oklahoma 
City. 

10:00 A.M.—“The Negro in Proctology.” — 
Curtice Rosser, M.D., Dallas, 
Texas. 

10:30 A.M.—“Surgery of Rectal and Recto- 
Sigmoid Cancer With Refer- 
ence to Mortality and Perineal 
Outlet."—Raymond L. Mur- 
doch, M.D., Oklahoma City. 
Discussion: V. K. Allen, M.D., 
Tulsa; F. A. Hudson, M.D., 
Enid. 


11:00 A.M.—“Hyperinsulinism Due to Ade- 
noma of Pancreas-Surgical Re- 
moval With Care.”—LeRoy D. 
Long, M.D., Oklahoma City. 
Discussion: John Powers 
Wolff, M.D., Oklahoma City. 

11:30 A.M.—Relationship of Spina Bifida 
Occulta to Industry.”—M. A. 
Connell, M.D., Picher. Discus- 
sion: F. A. Stuart, M. D., 
Tulsa. 


=. Section on General 


Medicine 


Tuesday, May 7, 1940 
D. W. LeMaster, M.D., Sponsor 
Ivory Room, Mezzanine Floor, Mayo Hotel 
Chairman—E. R. Musick, M.D., Oklahoma 
City. 
Vice-Chairman—E. G. Hyatt, M.D., Tulsa. 
Secretary—E. H. Shuller, M.D., McAlester. 
9:00 A.M.—“Treatment of Bladder Neck 
Pathology.” — Shade Neely, 
M.D., Muskogee. Discussion: 
E. L. Cohenour, M.D., Tulsa. 
“Rheumatic Fever and Its 
Treatment.”—C. J. Roberts, 
M.D., Enid. Discussion: Clark 
Hall, M.D., Oklahoma City. 
10:00 A.M.—“The Use of Sulfapyridine in 
the Treatment of Pneumonia.” 
—John B. Morey, M.D., Ada. 
Discussion: Dan Perry, M.D., 
Cushing. 
“A General Practitioner’s 
Practice With the Macrocytic 
Anemias.”—John R. Taylor, 
M.D., Kingfisher. Discussion: 
Ellis Lamb, M.D., Clinton. 
“The Diagnosis and Treatment 
of Malaria.”—W. L. Shippey, 
M.D., Poteau. Discussion : 
Floyd Waters, M.D., Hugo. 
11:30 A.M.—“Pneumothorax in Non Tuber- 
culous Diseases of the 
Lungs.”—Paul Cameron, M.D., 
Tulsa. Discussion: Richard M. 
Burke, M.D., Clinton. 
12:00 Noon—‘“Liver Damage.”—K. C. Reese, 
M.D., Tulsa. Discussion: A. W. 
White, M.D., Oklahoma City. 





9:30 A.M. 





10:30 A.M. 


11:00 A.M. 





4. Section on Eye, Ear, Nose 


and Throat 
Tuesday, May 7, 1940 
Hugh Evans, M.D., Sponsor 
English Dining Room, Mezzanine Floor, 


Mayo Hotel 
Chairman—James R. Reed, M.D., Oklahoma 
City. 
Vice-Chairman—Paul J. Craden, M.D., El 
Reno. 


Secretary—D. L. Edwards, M.D., Tulsa. 

9:00 A.M.—Chairman’s Address—James R. 
Reed, M.D., Oklahoma City. 

9:45 A.M.—“Oculo-Glandular Tularemia.” 
—J. Franklin Gorrell, M.D., 
Tulsa. Discussion: A. H. Davis, 
M.D., Tulsa. 

10:30 A.M.—‘Management of Chronic Otitis 

Media.”—Ralph W. Rucker, 

M.D., Bartlesville. Discussion: 
W. O. Smith, M.D., Tulsa. 





Th) 


1 


1; 
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11:15 A.M.—“Treatment of Trachoma.”’—J. 
H. Hammond, M.D., Tulsa. Dis- 
cussion : Clinton Gallaher, M.D., 
Shawnee. 

12:00 Noon—“Neuroses of the Pharynx.”— 
Harry Ford, M.D., Oklahoma 
City. Discussion: L. C. Mc- 
Henry, M.D., Oklahoma City. 


%- Section on Urolo~y and 


Syphilology 
Tuesday, May 7, 1940 
Joseph Fulcher, M.D., Sponsor 
Main Private Dining Room, Mezzanine 
Floor, Mayo Hotel 
Chairman—Henry Browne, M.D., Tulsa. 
Vice-Chairman—Robert Akin, M.D., Okla- 
homa City. 
Secretary—K. F. Swanson, M.D., Tulsa. 
9:00 A.M.—*‘Prostatitis.”—G. E. Johnson, 
M.D., Ardmore. 
“Diverticulectomy.”—Anson L. 
Clark, M.D., Oklahoma City. 
10:30 A.M.—*Renal Tumors—Wilms Type.” 
—Henry Browne, Tulsa. 
11:15 A.M.—“Horseshoe Kidney-Case Re- 
port.” With Films. — Alfred 
Sugg, M.D., Ada. 


G. Section on Obstetrics and 


Pediatrics 
Tuesday, May 7, 1940 
Hugh Graham, M.D., Sponsor 
Room A, Sixteenth Floor, Mayo Hotel 

Chairman—Carl F. Simpson, M.D., Tulsa. 
Vice-Chairman—Ben H. Nicholson, M.D., 

Oklahoma City. 
Secretary—Dick Lowry, M.D., Oklahoma 

City. 

9:00 A.M.—Chairman’s Address.—“Norm- 
al Delivery.”—Carl F. Simp- 
son, M.D., Tulsa. 

9:45 A.M.—“Minor Complaints Associated 
With Pregnancy and Their 
Treatment.”—Brunel D. Faris, 
M.D., Oklahoma City. Discus- 
sion: Pierre N. Charbonnet, 
M.D., Tulsa. 

10:30 A.M.—“Etiology and Treatment of 
Vomiting in Pregnancy.”—J. 
Wm. Finch, M.D., Hobart. Dis- 
cussion: J. B. Eskridge, M.D., 
Oklahoma City. : 

11:15 A.M.—“Pyelitis Complicating Preg- 
nancy.”—E. R. Muntz, M.D., 
Ada. Discussion: L. G. Neal, 
M.D., Ponca City; Robert Akin, 
M.D., Oklahoma City. 

12:00 Noon—‘“Pneumococcie Meningitis As- 


9:45 A.M. 





o7 


sociated With Pregnancy.” — 
Julian Feild, M.D., Enid. Dis- 
cussion: John Fidlar Daly, 
M.D., Pawhuska. 


7. Section on Dermatology 
and Radiology 


Tuesday, May 7, 1940 
M. O. Nelson, M.D., Sponsor 


Dining Room A, Mezzanine Floor, 
Mayo Hotel 


Chairman—M. M. Wickham, M.D., Norman. 
Vice-Chairman—Ralph E. Myers, M.D., Ok- 
lahoma City. . 
Secretary—W. S. Larrabee, M.D., Tulsa. 
DERMATOLOGY 
M. M. Wickham, M.D., Presiding 


9:00 A.M.—“Tinea Capitis.”—Joseph B. 
Hix, M.D., Altus. Discussion: 
Hervey A. Foerster, M.D., Ok- 
lahoma City. 

9:30 A.M.—“‘An Unusual Case of Leprosy 
in Oklahoma.” Illustrated in 
color.—Onis G. Hazel, M.D., 
Oklahoma City; and Wayne O. 
Hull, M. D., Oklahoma City. 
Discussion: Everett 5S. Lain, 
Oklahoma City. 


“Diabetic Dermatoses.” Illus- 
trated With Lantern Slides.— 
John H. Lamb, M.D., Okla- 
homa City; and Bert Keltz, 
M.D., Oklahoma City. Discus- 
sion: Carl L. Brundage, M.D., 
Oklahoma City. 


“Management of Late Syphilis, 
With Special Reference to Neu- 
rological Syphilis.” — C. P. 
Bondurant, M.D., Oklahoma 
City. Discussion: Marque 0. 
Nelson, M.D., Tulsa. 

Election of Officers. 


RADIOLOGY 
Ralph E. Myers, M.D., Presiding 


11:15 A.M.—‘History of Roentgenology.”— 
Edward H. Skinner, M.D., Kan- 
sas City, Mo. 


11:45 A.M.—“Intra-Cavitary X-Radiation.” 
—L. S. McAlister, M.D., Mus- 
kogee. Discussion: W. S. Lar- 
rabee, M.D., Tulsa. 


12:15 P.M.— ‘Early Infiltration of the Luny 
—Assmann Foci.’’—lIllustrated 
With Lantern Slides. Alfred 
J. Ackermann, M.D., Oklahoma 
City. (By invitation). Discus- 
sion: Ernst Lachmann, M.D., 
Oklahoma City. 





10:00 A.M. 


10:30 A.M. 
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8. General Scientific Session 
Tuesday, May 7, 1940 
W. A. Howard, M.D., Presiding 
Crystal Ballroom, Sixteenth Floor, 
Mayo Hotel 

2:00 P.M.—‘Tuberculosis and the General 
Practitioner.”—Horton R. Cas- 
paris, M.D., Nashville, Tenn. 

2:30 P.M.—“Diagnostic Points in Rectal 
Cancer.’-—Curtice Rosser, 
M.D., Dallas, Texas. 

3:00 P.M.—‘“Management of Accessible 
Cancer of the Uterine Cervix 
by Radium Therapy.”—Edward 
H. Skinner, M.D., Kansas City, 
Mo. 

3:30 P.M.—“The Effect of Aminophylline 
on the Electrocardiogram.” — 
Alphonse McMahon, M.D., St. 
Louis, Mo. 

4:00 P.M.—“National Physicians Commit- 
tee for Extension of Medical 
Service.” —Edward H. Skinner, 
M.D. 


9. Tea for Doctors and Wives 
5:00 P.M. 

Junior Ballroom, Mezzanine Floor, 
Mayo Hotel 


10. Program General 
Meeting 


Tuesday, May 7, 1940 
8:00 P.M. 
Akdar Theatre 
Open to Public 
Maurice Searle, M.D., General Chairman, 
Presiding 

Introduction of Guests — Maurice Searle, 
M.D., Tulsa. 

Address of Welcome, Tulsa County Medical 
Society—Russell C. Pigford, M.D. 
Address of Welcome, City of Tulsa—Mayor 

T. A. Penney, M.D. 

Response and Introduction of President- 
Elect—W. A. Howard, M.D., Chelsea, 
Retiring President. 

President’s Address — Henry H. Turner, 
M. D., Oklahoma City. 

Introduction of Alphonse McMahon, Vice- 
President of the American Medical As- 
sociation, St. Louis, Mo. — Maurice 
Searle, M.D. 

Address—“The Medical Profession, Its Aims 

and Responsibilities.”” — Al- 
phonse McMahon, M. D. 


II. President’s Reception 
10:00 P.M. 
Crystal Ballroom, Sixteenth Floor, 
Mayo Hotel 


Wednesday 


May 8, 1940 

1.—8 :00 A.M.—House of Delegates, Crystal 
Ballroom, Mayo Hotel. 

2.—9 :00 A.M.—Section on General Surgery, 
Junior Ballroom, Mezzanine 
Floor, Mayo Hotel. 

3.—9 :00 A.M.—Section on General Medi- 
cine, Ivory Room, Mezzanine 
Floor, Mayo Hotel. 

4.—9 :00 A.M.—Section on Eye, Ear, Nose 
and Throat, English Dining 
Room, Mezzanine Floor, 
Mayo Hotel. 

5.—9:00 A.M.—Section on Urology and 
Syphilology. Main Private 
Dining Room, Mezzanine 
Floor, Mayo Hotel. 

6.—9 :00 A.M.—Section on Obstetrics and 
Pediatrics, Room A, Six- 
teenth Floor, Mayo Hotel. 

7.—9:00 A.M.—Tuberculosis S y m p osium, 
French Dining Room, Mezza- 
nine Floor, Mayo Hotel. 

8.—12:30 P.M.—First Annual Secretaries 
Luncheon, University Club. 

9.—2:00 P.M.—General Scientific Session, 
— Ballroom, Mayo Ho- 
tel. 


Details of Program follow 
numerically. 


I. House of Delegates Meeting 
Wednesday, May 8, 1940 
8:00 A.M. 
Crystal Ballroom, Sixteenth Floor, 
Mayo Hotel 


2. Section on General Surgery 
Wednesday, May 8, 1940 
T. H. West, M.D., Sponsor 
Junior Ballroom, Mezzanine Floor, 
Mayo Hotel 
9:00 A.M.—“Recommendations in Routine 
Anesthesia Procedures.”— 
Harry B. Stewart, M.D., Tulsa. 
Discussion: Sanford Henry 
McEvoy, M.D., Enid. 
9:30 A.M.—Chairman’s Address—J. E. Mc- 
Donald, M.D., Tulsa. 

10:00 A.M.—“A Radiologist Observes Frac- 
ture Treatment.”—Edward H. 
a M.D., Kansas City, 

0. 

10:30 A.M.—“The Indications, Results and 
Reasons for Use of the Differ- 
ent Types of Skin Grafts.” — 
Stephen S. Ellis, M.D., Okla- 
homa City. Discussion: Max 
Van Sandt, M.D., Wewoka; Roy 
Lee Fisher, M.D., Frederick. 

11:00 A.M.—“Intestinal Polyposis.” — Fred 
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A. Glass, M. D., Tulsa. Discus- 
sion: J. K. Lee, M.D., Tulsa. 
11:30 A.M.—“Management of Congenital 
Absence of the Vagina.”—Le- 
Roy H. Sadler, M.D., Oklahoma 
City. Discussion: John F. 
Burton, M.D., Oklahoma City. 


3. Section on General 


Medicine 


Wednesday, May 8, 1940 


Frank Nelson, M.D., Sponsor 
Ivory Room, Mezzanine Floor, Mayo Hotei 


9:00 A.M.—*Undulant Fever.”—F. P. Fry, 
M.D., Frederick. Discussion: 
E. A. Gillis, M.D., Oklahoma 
City. (By Invitation). 

9:30 A.M.—“Thyroid Disease.” — F. S. 
Newman, M.D., Shattuck. Dis- 
cussion: C. C. Hoke, M.D., 
Tulsa. 

10:00 A.M.—“The Doctor’s Relation to Pub- 
lic Health.”—Johnny A. Blue, 


M.D., Guymon. 
10:30 A.M.—Election of Officers. 
10:45 A.M.—“Pellagra.” — V. H. Musick, 


M.D., Oklahoma City. Discus- 

sion: W. J. Bryan, M.D., Tulsa. 
11:15 A.M.—“Hypertension.”—C. A. Trav- 

erse, M.D., Alva. Discussion: 
J. W. Francis, M.D., Perry. 
“Thiamin Chloride, Its Indica- 
tions and Methods of Use.”— 
T. C. Rewerts, M.D., Bartles- 
ville. Discussion: G. S. Bar- 
ber, M.D., Lawton. 


4. Section on Eye, Ear, Nose 


and Throat 
Wednesday, May 8, 1940 


D. L. Edwards, M. D., Sponsor 


English Dining Room, Mezzanine Floor, 
Mayo Hotel 


9:00 A.M.—Election of Officers. 


9:45 A.M.—“Local Treatment in Allergy 
of the Nose.”—O. Alton Wat- 
son, M.D., Oklahoma City. 
Discussion: George S. Wilson, 
M.D., Enid. 

10:30 A.M.—“Phorias; Their Diagnosis and 
Treatment.”—James P. Luton, 
M.D., Oklahoma City.- Discus- 
sion: E. S. Ferguson, M.D., Ok- 
homa City. 

11:15 A.M.—“Brain Tumors I’ve Met.” —E. 
H. Coachman, M.D., Muskogee. 
Discussion: Harry Wilkins, 


11:45 A.M. 
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&. Section on Urology and 


Syphilology 
Wednesday, May 8, 1940 
K. F. Swanson, M.D., Sponsor 
Main Private Dining Room, Mezzanine Floor, 
Mayo Hotel 

9:00 A.M.-—“Prostatic Resection: Advan- 
tages and Disadvantages.” — 
Basil A. Hayes, M.D., Okla- 
homa City. 

9:45 A.M.—‘Post - Operative Management 
of Transurethral Resection.” — 
R. S. Love, M. D., Oklahoma 
City. 

10:30 A.M.—“Treatment of a Few Urologi- 
cal Conditions.”—M. H. New- 
man, M.D., Shattuck. 

11:15 A.M.—Films: “Transplantation Ure- 
ters;” “Orchidopexry — New 
Type;” “Epididymectomy.” 


G6. Section on Obstetrics and 


Pediatrics 


Wednesday, May 8, 1940 
James L. Miner, M.D., Sponsor 
Room A, Sixteenth Floor, Mayo Hotel 

9:00 A.M.—“Children in a Democracy.”— 
Horton R. Casparis, M.D., 
Nashville, Tenn. 

9:30 A.M.—‘“Sinus Disease in Children.”— 
Clark Hall, M.D., Oklahoma 
City. Discussion: T. F. Gross, 
M.D., Lindsay; Hugh Evans, 
M.D., Tulsa. 

10:00 AM.—“The Use of Sulfapyridine in 
the Treatment of Pneumonia in 
Children.” — E. M. Gullatt, 
M.D., Ada. Discussion: For- 
rest Etter, M.D., Bartlesville; 
C. E. Bradley, M.D., Tulsa. 

10:30 A.M.—“Intussusception — Report of 
Two Cases.”’ — John Walker, 
M.D., Muskogee. Discussion: 
Wylie G. Chesnut, M.D., Miami; 
A. H. Bell, M.D., Oklahoma 


City. 
11:00 A.M.—“Thymus Disease in Birth Pal- 
sies.” — Hugh Graham, M.D., 


Tulsa. Discussion: Carroll M. 
Pounders, M.D., Oklahoma 
City; T. H. McCarley, M.D., 
McAlester. 


7. Tuberculosis Symposium 
Wednesday, May 8, 1940 
French Dining Room, Mezzanine Floor, 
Mayo Hotel 
R. M. Shepard, M.D., Chairman, Tulsa 
“Admission of Patients and Their Care Af- 


ter Dismissal.”” — Richard M. Burke, 
M.D., Superintendent State Sanatorium, 
Clinton. 
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“Sanatorium Care.”—F. P. Baker, M.D., Su- 
perintendent State Sanatorium, Tali- 
hina. 

“The Management of Tuberculosis Patients.” 
—Floyd Moorman, M.D., Oklahoma 
City. 

“Early Diagnosis..—R. M. Shepard, M.D., 
Tulsa. 


&. First Annual Secretaries 


Luncheon 

12:30 P.M. Wednesday, May 8, 1940 

University Club 
Henry H. Turner, M.D., 
President Oklahoma State Medical Associa- 
tion, Presiding 
Roundtable Discussion on Correlation of 
County Society Activities with the 
Office of the Association. 


9%. General Scientific Session 
Wednesday, May 8, 1940 


Crystal Ballroom, Sixteenth Floor, 
Mayo Hotel 
Henry H. Turner, M.D., Presiding 

2:00 P.M.—‘Simplified Radiation Therapy 
for Cancer of the Skin and 
Lip.” — Edward H. Skinner, 
M. D., Kansas City, Mo. 

2:30 P.M.—“‘Emergency Treatment of 
Acute Heart Failure.” — Al- 
phonse McMahon, M.D., St. 
Louis, Mo. 

3:00 P.M.—‘Management of Minor Anal 
Pathology.” — Curtice Rosser, 
M.D., Dallas, Texas. 

3:30 P.M.—‘The Medical Aspects of Child 
Behavior.”—Horton R. Caspar- 
is, M.D., Nashville, Tenn. 

4:00 P.M.—“Group Hospital Insurance.”’— 
Alphonse McMahon, M.D., St. 
Louis, Mo. 


(All papers presented before the Sections 
are property of the Association for publica- 
tion in The Journal and should be presented 
to the Secretary of the Section when read.) 


“Hal of Health” To Attract 
Crowds at Annual Meeting 


The Hall of s.ealth, educational exposition of medical 
science and health, is rapidly taking shape and promises 
to be an outstanding show of its kind‘during the week 
of May 7 to 12 in the Coliseum under the sponsorship 
of the Tulsa County Medical Society. 

The Hall of Health Committees, headed by Dr. Paul 
Grosshart, Have been working every day for the past 
three months on the details of this huge health program 
which is being developed along the lines of the Hall of 
Science expositions at the New York World’s Fair and 
the San Francisco exposition. 

The Hall of Health will be shown at the same time 
the Oklahoma State Medical Association holds its con- 





vention here, but will not be a part of the convention 
proper. The Hall of Health is an exposition designed 
for the public, to bring in a visual manner the story 
of how medical science, dentistry, public health, and 
allied agencies play a part in safeguarding and protect- 
ing the health of mankind. 

The public is demanding to know more and more about 
what goes on inside their bodies in this rapidly moving 
age, and is primarily interested in his health which is 
its greatest asset and for this reason a plan has been 
worked out to help inform the public. The Hall of 
Health shows how the activities of medicine, pharmacy, 
nursing, hospitals and other institutions are correlated 
as a means of protecting and preserving the health. This 
show will give the individual an opportunity of actually 
learning about himself and will give him an insight 
into the proper care he should be taking of his body. 

The anatomy of the human body will be visualized by 
the means of the famous Transparent Woman and also 
the ‘‘Dissectible Woman.’’ These life-sized figures will 
be so shown that the public can actually study the 
make-up of their bodies and get some concrete idea of 
what their bodies are all about. These figures are 
illuminated internally and will be illuminated as a lee 
turer unfolds the physiology of man. An attempt is be 
ing made to secure the Lindbergh-Carrel Heart for the 
show. A special exhibit of the heart, showing actual 
amplification of the heart-beat, will be featured. Other 
special exhibits will include cancer, tuberculosis, syphilis, 
pneumonia, quacks, dentistry, pharmacy, X-ray, iron 
lungs, ete., ete. 

The organization personnel of committees for the Hall 
of Health follow: 

I. Scientific Exhibits: J. E. McDonald, chairman; 
B. L. Branley, E. R. Denny, R. M. Shepard. 

II. Commercial Exhibits: J. F. Gorrell, chairman; R. 
Q. Atchley, E. L. Cohenour. 

III. Special Exhibits: Paul Cameron, chairman. 

IV. Publicity: T. H. Davis, chairman; G. H. Henry, 
M. D. Henley. 

V. Ticket Sales: W. 8S. Larrabee, chairman; Joe 
Fulcher, James Stevenson. 

VI. Schools: Mabel Hart, chairman; H. J. Evans, 
W. A. Waller. 

VII. General Arrangements: H. B. Stewart, chair- 
man; John Perry, W. A. Showman. 


Honorary Membership 


In accordance with the provisions of the By-Laws of 
the Oklahoma State Medical Association, the following 
names of members in good standing of the Oklahoma 
State Medical Association, which have been placed on 
file in the office of the Association to be acted upon 
for honorary membership at the Annual Meeting May 
6, 7, and 8, are hereby published: 

J. N. Harber, Seminole 

C. R. Silverthorne, Woodward 

E. F. Camp, Buffalo 

A. J. Welch, McAlester 

Thomas M. Boyd, Norman 

Fred 8. Clinton, Tulsa 

Gregory A. Wall, Tulsa 

J. 8. Stults, Altus 

J. E. Cullum, Earlsboro 

J. H. Harms, Cordell 

J. Paul Jones, Dill 

W. T. Ray, Gould 

J. E. Jones, Hollis 

W. H. Kingman, Bartlesville 

T. M. Aderhold, El Reno 

G. P. Cherry, Mangum 

Isaac 8. Hunt, Freedom 

E. P. Clapper, Waynoka 

Elizabeth Grantham, Alva. 

Albert M. Cates, Oklahoma City 

George R. Tabor, Oklahoma City 

A. M. Young, Jr., Oklahoma City 
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COMMITTEE REPORTS 














In compliance with provisions of the Consti- 
tution and By-Laws, which call for publica- 
tion of such matter in the issue of The Journ- 
al preceding the Annual Meeting, the com- 
mittee reports are hereby published. 





Report of the Crippled Children’s Committee 


The following report has been drawn up by the 
Crippled Children’s Committee, and we make the follow- 
ing report and recommendations: 

The Committee feels there is, particularly at this time, 
an unusual need for such a Committee to review the 
plan now in effect in Oklahoma for the treatment of 
the indigent crippled child. The work in general is 
well organized, and we feel that Oklahoma may well 
feel proud of its statewide care of the cripple. In 
the last fiseal year, 9,384 children under twenty-one 
years of age received commitment orders to the hos- 
pitals for their crippling deformities. The Committee, 
however, wishes to present the following suggestions 
in the hope that they may be of value in improving 
some of the details of the present excelient system: 

First, it is suggested that the Child Welfare Worker 
in each of the seventy-seven counties of the State 
should carefully prepare a social and economic status 
of each applicant presenting himself or herself, and 
that this data be available for review and consideration 
by the County Judge. In this way he would be in a 
better position to recommend hospitalization if the case 
warranted it. This innovation would save the County 
Judge some valuable time and make available much 
needed data that could be used in the further care 
of these patients. 

Second, the Committee discussed the advisability of 
having the State Assistance Funds allocated by the 
State to the Counties each quarter rather than by an- 
nual appropriation. It is the feeling of this Com- 
mittee that this method would enable the County Judges 
to more easily cope with the problems presented and 
permit his contact with the patient and parents to be 
more satisfactorily fulfilled. It is also suggested that 
the Judges could facilitate matters if they would budget 
their county funds in a similar manner. 

Third, the Committee would like to call attention to 
the fact that the experience of the past has shown that 
the load of treatment for crippled children throughout 
the State has been gradually increasing since the pass- 
ing of Senate Bill SL 1935. This bill stipulates that 
no doctor may be paid for his services from the County 
Crippled Children’s Funds. As the majority of this 
work is being done in recognized hospitals over the 
state with remunerations for these services made to 
everyone except the physician, the Committee believes 
that consideration should be given to some workable plan 
whereby this defect in the law can be remedied. Such 
a plan should be safeguarded by being based along the 
lines of professional competence. 

Fourth, the Committee has been convinced of the ur- 
gent need for the establishment of an isolation build- 
ing in conjunction with the work at the Crippled Child- 
ren’s hospital, Oklahoma City. They wish to go on 
record as being in favor of having our State Medical 
Society take some definite action in recommending the 
establishment of such a much-needed building. The 
present method of having to close a ward with its 
large number of patients when any infectious disease 
arises, is both unnecessarily costly to the State and at 
present delays the needed surgery to the other crippled 
children within that affected ward. 

Lastly, the Committee reviewed the methods of hand- 


ling crippled children’s work in the different states, 
and investigated the plans now in operation. It was 
found that this work was being handled in four dif- 
ferent ways; either the indigent crippled children’s 
work was under the Educational Department of the 
State, under a special State Commission, such as the 
State of Oklahoma possesses, or under the Welfare 
Department or State Health Department of the indiv- 
idual state. The method Oklahoma has been using so 
satisfactorily is handled by the Oklahoma Commission 
for Crippled Children, and the Committee feels that 
this method has the combined advantage of having the 
work guided by an entirely non-political organization, 
composed of a representative or executive head of the 
Educational Department, the State University School 
cf Medicine, and the State Department of Public Health. 
The Committee, therefore, can recommend this method of 
handling the problem of the crippled child in this 
state, for it believes that there is thereby retained a 
balance of power and that those groups interested in 
educational and health problems of Oklahoma are guid- 
ing its course. 

Paul C. Colonna, Chairman 

Pat Fite 

R. B. Gibson. 


Report of the Committee on Industrial Health and 
Traumatic Surge 

The Council on Industrial Health of the American 
Medical Association was created in 1937 as a standing 
committee, and, since that time, has striven diligently 
to bring to the attention of the profession the urgent 
necessity of proper training and research to improve the 
health of the industrial worker. 

During the past year, a survey was made through 
the Council in which your committee cooperated to gath- 
er pertinent facts on Industrial Health in order that 
activities in this field might be directed along proper 
and necessary channels. 

On completion of the survey, it was interesting to 
note that accidents were the fourth cause of death in 
the United States considering the total population; 
ranked second in male deaths and sixth in female fatal- 
ities. The enactment of Workman’s Compensation Laws 
has also forced on industry and the medical profes- 
sion the realization that the majority of industrial acci- 
dents and unhealthful exposures are, in the main, pre- 
ventable, thus, dirécting a forceful challenge to both 
agencies. 

While comparatively little progress has been made in 
associating the problems of Industrial Health with the 
problems of the general practitioner, the number of 
physicians devoting exclusive practice to this field have 
increased rapidly in number. In 1934, there were 232 
physicians considering practice exclusive in this field, 
and, by 1938, the number had increased to 345. On the 
other hand, there was an increase from 870 to 1,054 
during the same period giving special attention to in- 
dustrial health. While this pr had been made 
without the stimulus of the Council on Industrial Health, 
the fact that since its organization thirty-four state 
medical associations have appointed committees to study 
and work in the field, eminently prophesies the interest 
being manifested in the work and the necessity for prog- 
ressive steps to be taken toward a complete study and 
educational program for both the benefit of the physi- 
cian and the industrial worker. The State of Oklahoma 
with its diversified industry should, by all means, take 
cognizance of its responsibilities and the Oklahoma State 
Medical Association should, in the opinion of its In- 
dustrial Health and Traumatic Surgery Committee, be- 
come the leader. 
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In order that a definite program of activities for such 
committees may be uniform in its composition, and, in 
line with the committee’s suggestion that the Oklahoma 
State Medical Association undertake to sponsor such a 
program, committee respectively proposes that each coun- 
ty medical society appoint a committee on Industrial 
Health and that such committees consider following the 
objectives laid down by the Council on Industrial Health 
of the American Medical Association which are as follows: 

1. Train physicians to recognize and report occu- 
pational disease. 

2. Train industry and labor to the value of industrial 
health. 

3. Elevate medical relations and standards under 
workmen’s compensation. 

4. Serutinize all social legislation affecting industrial 
health. 

5. Clarify relationships between industrial and pri- 
vate practitioners. 

6. Improve relations between physicians and insur- 
ance. 

7. Establish working relationships with all state 
agencies interested in industrial wealth. 

O. 8. Somerville, Chairman 
M. L. Lewis 
McLain Rogers. 





Report of the Committee on Maternity and Infancy 

The following report is being submitted by the Com- 
mittee on Maternity and Infancy: 

The Committee has sponsored a Graduate School pre- 
pared for graduate physicians who cared to take a spec- 
ial course in Obstetrics. 

The course consisted of two weeks of intensive train- 
ing in the more difficult problems. The course was 
available to all members of the State Medical Associa- 
tion, and the Committee believes it will be a step for- 
ward in lowering the maternal and fetal mortality rate 
in the State of Oklahoma. 

Walter W. Wells, Chairman 
Charles Ed White 
W. A. Tolleson. 


Report of the Necrology Committee 

In order that the proper respect and honor shall be 
accorded those of the fraternity that have passed away 
during the past year, the Necrology Committee sub- 
mits in this issue of The Journal the names of the 
known deceased members. 

The Committee respectfully requests that it be in- 
formed at once should any additions to the list be de- 
sired. 

Deceased Members 


1939 
Name Address Date of Death 
McLean, Burtis W. Jenks, Okla. 1939 


Moreland, B. F. Idabel, Okla. 
Hale, Arthur E. Alva, Okla. January 11, 1939 
Wells, John M. Bristow, Okla. January 25, 1939 
Barker, Charles B. Guthrie, Okla. February 12, 1939 
Bartley, J. P. Dunean, Okla. February 1939 
Long, Ross D. Oklahoma City January 1939 


January 16, 1939 


Meredith, S. M. Vinita, Okla. January 1939 
Nelson, J. P. Beggs, Okla. February 1939 
Wainright, A. G. Tulsa, Okla. January 1939 
Wells, J. M. Bristow, Okla. January 1939 
Gill, W. W. Enid, Okla. March 1939 
Logan, J. H. Madill, Okla. May 1939 
Campbell, W. W. Tulsa, Okla. April 1939 
Carmichael, J. B. Dunean, Okla. April 1939 
Hollingsworth, J. E. Strang, Okla. April 1939 


Bagby, E. L. Enid, Okla. May 1939 
Shuler, James L. Durant, Okla. August 24, 1939 
Stevens, Walter S. Talihina, Okla. September 11, 1939 
Wallace, Virgil May Morris, Okla. August 22, 1939 
McComb, L. A. Tulsa, Okla. September 2, 1939 
Torrance, Loyal B. Okmulgee, Okla. 1939 
Aitken, W. A. Enid, Okla. October 15, 1939 
DeGroot, C. E. Muskogee, Okla. October 26, 1939 
Lightfoot, James B. Miami, Okla. October 5, 1939 


Crawford, T. O. Dewey, Okla. October 20, 1939 
Bilby, George N. Alva, Okla. November 26, 1939 
McHenry, D. D. Oklahoma City December 28, 1939 
McCabe, R. 8. Oklahoma City July 5, 1939 
Bolend, Floyd J. Oklahoma City June 22, 1939 
Barker, E. O. Guthrie, Okla. 

MeNess, J. C. Carter County 

Wm. MclIiwain Lone Wolf, Okla. November 28, 1939 





Report of the Tuberculosis Committee 

Your Tuberculosis Committee last year contacted the 
President of each County Medical Society and asked 
that they appoint a Tuberculosis Committee. Twenty 
counties responded by appointing such a Com- 
mittee. We then asked the chairman of each Tubercu- 
losis Committee to put on one program on tuberculosis 
during the year. The object was to have more 
interest by the county medical societies to cooperate 
with the state sanatoria in the tuberculosis work, par- 
ticularly in the admission and after care of tuberculous 
patients of the state sanatoria. 

It seems there are many patients in the sanatoria 
that could be dismissed if the State could make provis- 
ions for their artificial pneumothorax refills, as many 
of these patients are financially unable to pay for this 
service themselves. Your committee suggests that some 
action be taken to ask that the State Health Depart- 
ment be allowed appropriation for this purpose. The 
superintendents of the sanatoria will cooperate in de- 
termining the number of patients to be so treated dur- 
ing the year and the necessary funds needed. 

We further recommend that the operation and man- 
agement of the State Tuberculosis Sanatoria be put 
back under the supervision of the State Commissioner 
of Health, as it is purely a state health problem and 
should be handled by the state health officials. 

The Tuberculosis Committee has arranged a sympos- 
ium on the management and care of tuberculosis to be 
given at the State Meeting Wednesday morning, May 8, 
1940, at 8:30 a. m. 

R. M. Shepard, Chairman 
Floyd Moorman 
F, P. Baker. 





Report of the Committee on Medical Education 

and Hospitals 

Dr. W. A. Howard, President, Oklahoma State Medical 
Association: Mr. President, Your committee on ‘‘ Med 
ical Education and Hospitals’’ submits the following 
report: 

We are agreed that a hospital is as good as its at- 
tending staff. The undergraduate, graduate and post- 
graduate medical education of the doctors who compose 
the hospital staff is of vital importance. 

Medical education should, like law, theology and the 
different departments of physical science, be considered 
as education of a special character because it deals with 
special problems. There are, however, certain basic 
principles that are common to education.in general, and 
these ought not to be disregarded in connection with 
medical education. 

As we look at it, we are more and more impressed 
with the inequalities of the human mind. Men are no 
more equal intellectually than they are physically. If 
this statement is true it should receive attention to 
the end that the individual possessing superior mental 
equipment might have an opportunity, not based upon 
time, but upon individual, demonstrable merit and 
adaptability. It seems to us that in pre-medical and 
under-graduate study, this doctrine should be applicable 
in medicine just as in other fields. 

An increasing amount of interest in graduate and in 
post-graduate medical education has been manifested in 
recent years. This has been due to the certification of 
specialists, to graduate training, and to the expansion 
of facilities for post-graduate education. The activi- 
ties of the A. M. A. Council on Medical Education and 
Hospitals, the American College of Surgeons, the medi- 
eal schools, the certifying boards, and various commis- 
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sions have defined the general objectives of both grad- 
uate and post-graduate medical education. 

The purpose of graduate medical education is to pro- 
vide facilities for training which will give adequate prep- 
aration for beginning practice in a special field with- 
out supervision. The purpose of post-graduate educa- 
tion is to make available for those already in practice 
opportunities for becoming familiar with those advances 
in knowledge which are applicable to general practice. 

The doctor must keep up with advancing medical 
knowledge. In our social order it has been and will con- 
tinue to be necessary for him to do this by individual ef- 
fort and expenditure of his own funds. American Med- 
icine and outstanding American medical men have been 
developed in this way. Today the quality of medical 
service offered to the citizens is higher in the United 
States than in any other country in the world. 

There is no short cut to high quality in our profes- 
sion. The present standard can be maintained only 
by unremitting effort, application, consumption of time 
and expenditure of necessary funds by individual doc- 
tors. As in the past, any effort to make the individual 
doctor’s task of acquiring necessary new information, 
will, almost certainly, occur from cooperation between 
the doctors themselves. Some younger members of our 
profession probably do not sufficiently appreciate the 
effort extended by our elders in establishing some of 
our present medical organizations. It may be admitted 
that some of these organizations are open to criticism 
from several points of view — but they are ours — 
founded by, financed by, run by doctors. And to what 
purpose? To improve the quality of service we can 
render to the public! Imagine, if you can, some gov- 
ernment agency that will function as satisfactorily im 
this country — to the satisfaction of the doctor and 
patient alike. 

It is our duty to improve and support our own organi- 
zations, thereby improving ourselves. 

Let us not be led to accept the attitude that our 
efforts are not appreciated by the public. In recent 
years an increasing number of laymen are beginning 
to realize what the American doctor stands for. 

The government owes us nothing. We must continue 
to educate and maintain ourselves. 

LeRoy D. Long, Chairman 
H. Lee Farris 
W. G. Husband. 


Report of the Committee on Public Policy and 
Legislation 

Your Committee on Public Policy and Legislation, 
during the past twelve months, has cooperated to the 
best of its ability with all agencies asking for its as- 
sistance. Through the facilities of the American Medi- 
cal Association, progress of legislation in Congress af- 
fecting the health of the public has been followed and 
as great an amount of help as possible given those 
organizations advancing workable plans for the improve- 
ment of the health of the nation. 

Since the tenure of this committee was during a time 
when the Legislature of the State of Oklahoma was not 
in session, it is needless to point out that the problems 
of a local nature must of necessity be left to the com- 
mittee to be appointed by the president-elect. 

1940-41 will, no doubt, be a crucial year in matters 
of public health. Panacea for the curing of suspected 
ills of generations are being advanced from every con- 
ceivable field. Decorum should be practiced in the en- 
dorsing or criticism of any endeavors. No longer can 
public sentiment be the responsibility of any one com- 
mittee or association; it is, as it should be, the respon- 
sibility of every citizen interested in his or her particular 
field. In-a very few months, representatives and sena- 
tors will be elected in our state to pass laws ostensibly to 
improve the economic conditions of the citizens of Okla- 
homa. It is the duty as well as an honor for every 
doctor to avail himself of the undeniable right as 4 
citizen to give of his talents and abilities into this, the 
most important heritage of our lives, in seeing that the 
best citizens are selected for these positions. 


A supplementary report will be made to the House 
of Delegates. 
Tom Lowry, Chairman 
Thomas McElroy 
J. A. Morrow. 


Report of the Public Health Committee 

Report of the Committee on Public Health is hereby 
submitted : 

Throughout the year the Committee has acted in co- 
operation with the Commissioner of Health for the 
State of Oklahoma. 

Probably one of the most effective and far-reaching 
works that has been done along public health lines is 
in the early recognition and prevention of tuberculosis 
and early recognition and treatment in venereal dis- 
eases. 

G. 8. Baxter, Chairman 
James T. Riley 
W. Keiler Haynie. 


Report of the Committee on Medical Defense 

In submitting its report to the House of Delegates, 
the Medical Defense Fund Committee desires to point 
out one major change in the rules governing the Fund 
that will materially affect many members of the Asso- 
ciation. 

On February 29, the Council of the Association 
amended Rule 3 of the rules in such a manner as to 
give coverage to every member of the Association in 
good standing regardless of whether or not the particu- 
lar member carried his own liability insurance. 

Rule 3, in the past, read: ‘‘A member is not subject 
to coverage if he carries other liability insurance.’’ As 
a result of the change, Rule 3 now reads: ‘‘ All members 
in good standing of the Oklahoma State Medical Asso- 
ciation may participate in the benefits of the Medical 
Defense Fund.’’ This change has been published in 
The Journal. 

During the last year, only one application for assist- 
ance from the Fund was considered by the Committee, 
and, in this instance, the Committee ruled that assistance 
was not obtainable. 

On April 1, in addition to the bonds held to the ac 
eount of the Medical Defense Fund, there is on hand 
in cash the sum of $2,257.50. 

O. E. Templin, Chairman 
J. 8. Fulton 
L. C. Kuyrkendall. 


AUDIT REPORT 

Subject to the action of the Council of the Oklahoma 
State Medical Association on February 5, 1940, the fi- 
nancial affairs of the Association have been audited for 
the CALENDAR year of 1939 and the first three months 
of 1940. 

The audit covering the calendar year of 1939 will be 
published in the Journal when approved by the House 
of Delegates at the Annual Meeting. 

The audit of the Association for the first three month» 
of 1940 is hereby published and the complete audit of 
the Association for 1940 will be submitted at the Annual 
Meeting in 1941. 


THE OKLAHOMA STATE MEDICAL ASSOCIATION 
Oklahoma City, Oklahoma 


BALANCE SHEET 
March 31, 1940 


Medical 
Membership Journal Defense 
Assets Total Fund Fund Fund 
Petty Cash Fund 10.00 10.00 
Cash in Bank 7,377.27 1,012.23 3,790.54 2,574.50 
Investments: 
U. 8S. Treasury 
Bonds ...... 5,000.00 2,000.00 3,000.00 
Accrued Bond 
Interest .... 32.50 32.50 








Total Assets 12,419.77 3,044.73 3,800.54 5,574.50 
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Liabilities 
Accrued Social 
Security Tax 
Operating Res. 





12,388.57 3,018.33 3,795.74 5,574.50 


CERTIFICATE 

I hereby certify that I have made an audit of the 
Books of Account of The Oklahoma State Medical Asso- 
ciation, Oklahoma City, Oklahoma, and to the best of 
my knowledge, obtained during the examination, the 
foregoing Balance Sheet reflects the true financial con- 

dition of the Association at the given date. 

(Signed) Glenn R. Davis 
Certified Public Accountant 
Muskogee, Oklahoma 


THE OKLAHOMA STATE MEDICAL ASSOCIATION 
Oklahoma City, Oklahoma 


CASH RECEIPTS AND DISBURSEMENTS 


STATEMENT 
JANUARY 1, 1940—MARCH 31, 1940 
Medical 
Membership Journal Defense 
Total Fund Fund Fund 


Cash Balance — 

January 1, 1940 3,220.60 -1,578.76 3,356.36 1,443.00 
RECEIPTS: 

Membership Dues (See 

Schedule 3) 10,343.00 9,309.00 
Membership Penal- 

ties (See Sched- 

ule 3) 4.00 4.00 
Journal Advertis- 

ing and Subserip- 

tions 1,734.59 

U. 8. Bond 

Interest 130.00 32.50 97.50 
Refund — Post 

Graduate Com- 

mittee —~ 740.51 740.51 


Total Receipts 12,952.10 10,086.01 1,734.59 1,131.50 
Total Cash to be 


Accounted for- 16,172.70 8,507.25 5,090.95 2,574.50 


DISBURSEMENTS: 
Salaries (See 
Schedule 5) 
Journal Printing 


1,034.00 














1,587.00 1,347.00 240.00 


and Mailing 960.71 960.71 
Journal Engraving 61.25 61.25 
Telephone and 

Telegraph 123.05 123.05 

Postage 85.00 85.00 

Office Rent 75.00 75.00 
Traveling Expense 

Exec. Sec’y. 74.16 74.16 

Press Clipping 

Service 9.00 9.00 


Office Supplies 346.19 346.19 
Council and Dele- 

gate Expense 15.00 15.00 
Committee Expenses: 

Post Graduate 1,000.00 1,000.00 
Hospital [Insurance 55.97 55.97 


Notes Paid 4,000.00 4,000.00 
Office Equipment 
Purchased 356.90 356.90 


Oklahoma City 
Chamber of Com- 


merece Membership 25.00 25.00 
Drayage 4.30 4.30 
Refund of Member- 

ship Penalties 4.00 4.00 


Social Security Tax 
$28.50 less amount de- 
ducted from Em- 





ployees $15.60 12.90 12.75 15 
Total Disburse- 
ments 8,795.43 7,495.02 1,300.41 





Cash Balance — 
March 31, 1940 7,377.27 1,012.23 3,790.54 2,574.50 
Carried in First Na- 
tional Bank, Me- 
Alester, Okla., as 
follows: 
Membership Fund 3 960.69 
Journal Fund 1,080.36 
Bond Int. Fund 78.72 
Medical Defense 
Fund 2,257.50 

Total 7,377.27 

Urged To Combat Grants-in-Aid Abuses 

If the pattern of financing states by federal grants- 
in-aid is to become a fixed part of the distribution of 
medical and health services, the medical profession must 
continue to take a sympathetic interest in distribution 
methods in order to avoid, where possible, the losses 
and abuses always accompanying such grants, R. G. 
Leland, M.D., director the Bureau of Medical Econ- 
omics of the American Medical Association, Chicago, 
declares in The Journal of the Association for March 23. 

Pointing out the loss of local control and autonomy 
under such a system, he states that for the fiscal year 
ending June 30, 1939, the payments to states under that 
portion of the Social Security Act concerned with public 
health work totaled $7,985,119.61. 

‘On Jan. 1, 1939, annual appropriations for health 
work, in the cooperative projects alone, from local and 
state sources totaled $44,861,322, an increase of more 
than $13,000,000 in four years,’’ he says. 

‘*The expenditure of federal funds through grants-in- 
aid under the several titles of the Social Security Act 
for the fiscal year ended June 30, 1938, was $275,000,- 
629.80. The amount estimated to be necessary for the 
year ended June 30, 1939, was $23,000,000 and for 
the fiscal year ending June 30, 1940, for the same pur- 
poses, $343,150,000. 

‘*Grants-in-aid are always accompanied by some rules, 
regulations and standards of administration. The rules 
and regulations constitute a leveling process by which 
direction and control are centralized, local control and 
autonomy are lost, and each part of the country which 
accepts grants-in-aid funds is required to fit the same 
federal mold; standards are usually minimum and when 
applied to the distribution of medical services actually 
may operate as a secondary system of licensure.’’ 





Bronchoscope For Suspected Lung Cancer 

Because approximately 10 per cent of all cancer 
deaths are due to primary cancer of the lung, a condi- 
tion for which surgery now offers a good chance of 
survival if performed early, all suspected cases should 
be examined with a bronchoscope, an instrument for 
viewing the interior of the windpipe), Richard H. 
Overholt, M.D., and William Ray Rumel, M.D., Bos- 
ton, declare in The Journal of the American Medical 
Association. 

Such an examination should be made of all patients 
with a dry or productive cough, either alone or in asso- 
ciation with fever, chest pain or discomfort, bleeding 
and wheezing, the two Boston doctors say. 

Pointing out that cancer of the lung is 100 per cent 
fatal without surgical treatment, the authors report that 
in a group of seventeen patients who had a diseased 
lung removed eight are living and well with no evidence 
of reeurrence of the cancer. They are all able to carry 
on the same activities in which they were engaged before 
the operation. Of four patients from whom a lobe of 
the lung was removed, three recovered from the opera- 
tion and were discharged as improved. 

‘*The numerical importance of the problem becomes 
apparent,’’ the physicians observe, ‘‘when it is appre- 
ciated that approximately 15,000 people in the United 
States die each year from cancer originating within the 
lung, and approximately 150,000 persons die from can- 
cer of all types each year. The lung is a common, rather 
than a rare, site for the development of a primary 
malignant growth.’’ 
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STUDIES TN THE AVITAMINOFES © 


This page is the fourth of a series on vitamin deficiencies presented 
by the research division of The Upjohn Company because of the 
profession’s widespread interest in the subject. A full color, two- 
page insert on the same subject appears in the April 6 issue of 
The Journal of the American Medical Association. 





The Causes of 
Vitamin A Deficiency 


Vitamin A deficiency may 
be caused by inadequate 
intake of the vitamin or pro- 
vitamin. Absorption may be 
retarded, depending on the 
condition of the alimentary 
tract. For example, mineral 
oil in the intestine diminishes 
absorption of carotene al- 
though not of vitamin A. 
Conversion of carotene to 
vitamin A in the liver may 
not occur, as in diabetes 
mellitus, where evidence in- 
dicates that the rate of trans- 
formation of carotene is 
diminished, and vitamin A 
deficiency may develop 


Metabolic Fate of 
Vitamin A and 
Carotene 


Vitamin A and carotene are 
absorbed into the lacteals 
with the fat of the food in- 
gested. It is generally agreed 
that vitamin A in large 
quantities is more speedily 
absorbed than are similar 
quantities of carctene. 


The fat-soluble vitamins en- 
ter the general circulation 
by way of the thoracic duct. 
In the liver, vitamin A and 
carotene are taken up by 
the Kupffer cells, where 
carotene is slowly converted 
to vitamin A. Experimental 





studies indicate that vitamin even if the diet provides 
Ais stored in the liver in cer- the provitamin in amounts 
tain species, including man. ‘ ordinarily sufficient. 


Effects of Vitamin A Deficiency 


Vitamin A deficiency produces pathologic changes in many organs. The process 
is one of alteration of epithelial surfaces —keratinizing metaplasia of the 
epithelium of the urinary bladder, the ureters, the ducts of the salivary glands 
and the pancreas, the trachea, and the nose. In the eye, vitamin A deficiency 
interferes with restoration of visual purple, resulting in night blindness. Pro- 
longed vitamin A deficiency produces xerophthalmia. Administration of ade- 
quate quantities of vitamin A to patients manifesting symptoms of 
deficiency usually checks the progress of epithelial alteration. 
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ASSOCIATION ACTIVITIES 














Pediatrics Instructor Named By 


Post-Graduate Committee 


The Post-Graduate Committee office has received many 
requests recently regarding the future of Post-Graduate 
Study, and physicians will be glad to know that instruc- 
tion in a Pediatrics course is already under way. 


The first circuit is being conducted by three instruc- 
tors from St. Louis, Dr. Wayne A. Rupe, Dr. Peter G. 
Danis and Dr. Stanley L. Harrison. Dr. Rupe has con- 
ducted the first four weeks. Dr. Danis has just come 
to the state and will give two weeks of the first 
circuit, and Dr. Harrison the last four weeks. 

On March 9, the Committee met in Oklahoma City 
and appointed Dr. James G. Hughes of Memphis, Ten- 
nessee as permanent instructor in Pediatrics. Dr. 
Hughes is eminently qualified to give post-graduate mea- 
ical instruction in the subject. He is a graduate of 
Southwestern University in Memphis with an academic 
degree, and the University of Tennessee Medical School. 
He has had an excellent background of experience, in- 
cluding a rotating internship at John Gaston Hospital 
in Memphis, and was trained under Dr. Joseph Brenne- 
mann at Children’s Memorial Hospital in Chicago, and 
under Dr. Edward Clay Mitchell at John Gaston Hos- 
pital. 

His teaching ability is exceptional. At the University 
of Tennessee, he has been in charge of the out-patient 
department of the Department of Pediatrics at John 
Gaston Hospital, at the same time conducting a suecess- 
ful private practice. Dr. Hughes has a most pleasing 
personality, is energetic, and is cognizant of the prob- 
lems of the general practitioner in his relationship to 
Pediatrics. 

The second circuit will open in Southeastern Oklahoma 
with Dr. Hughes as instructor, and will include the 
teaching centers of Ada, Sulphur, Durant, Hugo, and 
Idabel, and will include Murray, Pontotoc, Coal, Atoka, 
Bryan, Choctaw, Pushmataha and McCurtain counties. 
This second circuit will open the week of April 29. 

Dr. Hughes will be a visitor at the annual meeting 
of the Oklahoma State Medical Association in Tulsa, 
and this will give many physicians an opportunity to 
become personally acquainted with him. 

Further details regarding the course, and the dates 
of Dr. Hughes’ course in the various counties may be 
learned at the information desk which will be located 
near the registration booth at the State Meeting. 

Obstetrics manuals will be available to a few physi- 
cians who failed to receive them and who were fully 
registered in the Obstetrics course, at the information 
desk, by merely signing for the manual and paying a 
small preparation charge of $1.00. 





Dr. G. L. Berry of Blackwell has been elected presi- 
dent of the Blackwell Rotary Club. Dr. A. 8. Risser has 
had a six year perfect attendance record in the club. 


Always DEPENDABLE PRODUCTS 


Pharmaceuticals . .. Tablets, Lozenges, 
Ampoules, Capsules, Ointments, etc. 
Guaranteed reliable potency. Our prod- | 
ucts are laboratory controlled. 





Nearly 14,000 Hear Cancer Talk 
During Recent Course 


Speaking before a total of 13,844 laymen and physi- 
cians, Dr. J. Samuel Binkley, on March 29 completed his 
work as instructor for the two months’ post-graduate 
course in cancer sponsored by the Oklahoma State Med- 
ical Association, the Women’s Field Army of the Amer- 
iean Society for the Control of Cancer, Oklahoma Divis- 
ion, and the State Health Department. 

Originally scheduled to speak in forty centers in the 
state, Doctor Binkley actually appeared in forty-three 
cities, before 12,702 members of lay audiences, and be- 
fore 1,142 at the medical meetings in the evenings. 
He conducted clinics in several of the cities in which 
doctors requested them. 

Immediately following the close of the program, Doe- 
tor Binkley left for his work in New York City, where 
he is assistant to the head of the Chest Department of 
Memorial Hospital, leaving behind him proof of a 
highly successful campaign against cancer. Comments 
from state physicians received by the State Cancer 
Committee, and word of the interest created among lay- 
men by the course indicate that the program was re- 
warded by an enthusiastic reception throughout the 
state. 

The Oklahoma post-graduate cancer program was the 
first of its kind in the nation and, although actual 
results of course will not be known for some time, it 
has attracted the attention of several out-of the-state 
agencies which have inquired about this state’s campaign. 

As a follow-up to the course, and in line with its 
annual undertaking, the Women’s Field Army, headed 
in the state by Mrs. W. M. Van Divort of Nowata, 
commander, and Mrs. E. L. Hurlock of Copan, vice- 
commander, is conducting this month its yearly enlist- 
ment campaign. Designed to obtain funds with which 
to carry on continuous education in the prevention of 
and necessity for early treatment of cancer, the campaign 
is extended into every part of the state through the ef- 
forts of local lieutenants in order to give everyone an 
opportunity to assist in the work. 





Eighth District Societies Organize 

Organization of the Northeastern Oklahoma Medical 
Association, incorporating coynty medical societies of 
the eighth councilor district, was effected at a meeting 
in Muskogee on March 21. 

Representatives from all of the counties in the dis 
trict attended the meeting. The new association is 
the first one ever organized in that particular area. 

Dr. Wylie G. Chesnut of Miami is the president; Dr. 
Howell A. Scott of Muskogee is vice-president; and Dr. 
W. Jackson Sayles of Miami is secretary. 

The association, which will be purely scientific, will 
meet three times a year. The next session is scheduled 
for Miami. 









Prescribe or Dispense ZEMMER 
Write for General Price List 
Chemists to the Medical Profession. 


THE ZEMMER COMPANY 


Oakland Station, Pittsburgh, Pa. 
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Medical Fraternity Sponsors Lecture 

Dr. Chauncey D. Leake, professor of pharmacology 
at the University of California, Berkeley, was the speak- 
er in the first of annual lectures to be sponsored by 
the Phi Beta Pi fraternity of the University of Okla- 
homa School of Medicine, March 12 at the medical 
school’s auditorium. 

Dr. Leake spoke on ‘‘The Development of Anes- 
thesia.’’ 

The Oklahoma City chapter announced that it would 
sponsor one lecture each year for the benefit of stu- 
dents, faculty members, physicians, and others interested 
in science. The date each year depends on the lecturer 
invited. 





Is Guest Speaker For Arkansas Course 

The eighth two day course of post-graduate instruc- 
tion, sponsored by the state medical society and the 
University of Arkansas School of Medicine, Little Rock, 
was held at the Arkansas Medical School in late Janu- 
ary. Among the guest speakers was Dr. Henry H. 
Turner of Oklahoma City, President-Elect of the Okla- 
homa State Medical Association, who talked on ‘‘ Hypo- 
thyroidism.’’ 

Other guest speakers were Dr. Ferdinand C. Helwig of 
Kansas City, Mo., whose subject was ‘‘ Relationship of 
Trauma to Tumors’’; and Dr. Charles F. Geschickter 
of Baltimore, who lectured on ‘‘Tumors of Bones.’’ Dr. 
Helwig addressed the dinner meeting on ‘‘Medicolegal 
Aspects of Aleoholic Intoxication.’’ During the post- 
graduate course, there were nine other speakers, all of 
Little Roek. 





Instrument Available For Owner 
Dr. T. B. Felix of Holdenville has informed The 
Journal that a man passing through Holdenville had 
left at his office a blood pressure apparatus which he 
believes was lost or stolen. He states that the rightful 
owner may have the instrument by corresponding with 
Dr. Felix and describing the apparatus. 


SILVER PICRATE 


WHAT EVERY WOMAN DOESN’T KNOW— 
HOW COD LIVER OIL SHOULD BE GIVEN 


‘What every women doesn’t know’’ is that psychol- 
ogy is more important than flavoring in persuading chil- 
dren to take cod liver oil. Some mothers fail to realize, 
so great is their own distaste for cod liver oil, that most 
babies will not only take the oil if properly given but 
will actually enjoy it. Proof of this is seen in orphan- 
ages and pediatric hospitals where cod liver oil is ad- 
ministered as a food in a matter of fact manner, with 
the result that refusals are rarely encountered. 

The mother who wrinkles her nose and ‘‘makes a 
face’’ of disgust as she measures out cod liver oil is 
almost certain to set the pattern for similar behavior 
on the part of her baby. 

Most babies can be taught to take the pure oil if, 
as Eliot points out, the mother looks on it with favor 
and no unpleasant associations are attached to it. If 
the mother herself takes some of the oil, the child is 
further encouraged. 

The doses of cod liver oil may be followed by orange 
juice, but if administered at an early age, usually no 
vehicle is required. The oil should not be mixed with 
the milk or the cereal feeding unless allowance is made 
for the oil which clings to the bottle or the bowl. 

On account of its higher potency in Vitamins A and 
D, Mead’s Cod Liver Oil Fortified with Perecomorph 
Liver Oil may be given in one-third the ordinary cod 
liver oil dosage, and is particularly desirable in cases of 
fat intolerance. 





Pre-School Clinics In Woods County 


In cooperation with the State Health Department, the 
County Commissioners, and the Home Demonstration 
clubs of Woods County, the Woods County Medical 
Society is conducting a series of pre-school clinics 
throughout the county. 

The schedule, which includes twenty clinics in various 
localities, will extend from April 2 to May 15. 


HAS SHOWN A CONVINCING RECORD* OF 
EFFECTIVENESS IN ACUTE ANTERIOR URETHRITIS 


due to Neisseria gonorrheae « Trichomonas vaginalis 
Monilia albicans 


Silver Picrate is a crystalline compound of silver in definite chemical 
combination with picric acid. Dosage form for use in anterior urethritis: 
Wyeth’s Silver Picrate Crystals in an aqueous solution of 0.5 percent. 


Supplied at all pharmacies in vials of 2 grams 


Complete literature on Silver Picrate as used in genitourinary and 
gynecological practice will be mailed on request. 


*“Treatment of Acute Anterior Urethritis with Silver Picrate,” Knight and Shelanski, AMERICAN JOURNAL 
OF SYPHILIS, GONORRHEA AND VENEREAL DISEASES, Vol. 23, No. 2, pages 201-206, March, 1939. 


JOHN WYETH & BROTHER, INCORPORATED, PHILADELPHIA, PA. 
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News From The State Health 


Department 











Physicians of Oklahoma and the Division of Vital 
Statistics, Oklahoma State Health department, will be 
interested in one phase of the 1940 census. 

By using the facilities of the Census Bureau for 1940, 
the Division of Vital Statistics will be able to check 
accurately every birth in this state during the month 
of December, 1939, and the first three months of this 
year. 

The physician has the responsibility for the filing of 
original birth certificates with the Division of Vital Sta- 
tistics, a duty which is of importance to the child and 
his family for many reasons. 

At present only 70 per cent of Oklahoma’s births each 
year are registered, according to careful estimates of 
the Vital Statistics division. 

In view of this fact, the ‘‘check’’ provided by the 
1940 census taking should prove interesting, as a means 
of determining how incomplete this service is under 
ordinary circumstances. 

Discussing the census bureau’s check on births in 
Oklahoma, G. F. Mathews, M.D., Commissioner, State 
Health Department, pointed out that any physician who 
has attended a birth during December, January, Febru- 
ary or March, and has failed to send in a registration, 
should do so at once. 

The physician has the responsibility of filing birth 
certificates while the funeral director has the duty of 
filing death certificates. Each must be filed within 10 
days, under state law. In Oklahoma, three out of every 
10 births are not registered Doctor Mathews estimated. 

The 1940 census will provide an accurate check on the 
number of births during the past four months. Each 
enumerator will have an ‘‘infant card,’’ which lists 
a complete history for the young child. 

In the meantime, the Division of Vital Statistics will 
prepare a transcript of all registered births during this 
period and send it to Washington. The census list also 
will be sent to Washington, and the two lists will be 
compared. The state will then be furnished the in 
formation on births which were not registered. The 
information will include the name of the physician who 
attended the case, it was pointed out. 

Reasons for registering births are numerous and im- 
portant to the individual, Doctor Mathews explained. 
Among the reasons for registering births he listed the 
following: 

1. As necessary information for enrolling children 
in school. 

2. For obtaining the first work permit. 

3. For entering military service. 

4. For establishing citizenship. 

5. For the inheritance of property. 

6. In settlement of insurance claims. 

7. For obtaining social security benefits to depen- 
dent children, blind and aged. 

8. Asa means of gaining permission for immigration 
and emigration. 

9. For obtaining a passport. 

10, In tracing ancestry. 

11. To establish the right to vote. 

2. To establish the right to marry. 

13. In obtaining a driver’s license. 

The physician sends the original birth certificate to 
the Division of Vital Statistics, where it is filed. 

Anyone interested in a birth certificate may get a 
certified copy or a photostatic copy there at a charge of 
50 cents, provided by state statute. 


— 





Physicians of Anadarko staged a ‘‘health picture 
show’’ on March 13, with the aid of the Oklahoma 
State Health Department. 


¢ OBITUARIES : 





Dr. Darrell G. Duncan 

A year’s illness resulted in the death of Dr. Darrell 
G. Duncan, 36, March 1 in an Oklahoma City hospital. 
Doctor Duncan was a practicing physician in Oklahoma 
City for 10 years until his health failed. 

Survivors inelude his mother, Mrs. W. B. Duncan of 
Ada; a sister, Mrs. Jack Johnson of Ada; and a daugh- 
ter, Jo Ann of Oklahoma City. He was a graduate of 
the University of Oklahoma Medical School. 

Funeral services were conducted in Ada March 3. 


A state motion picture operator brought 10 reels to 
Anadarko, and the physicians there had another machine 
and a crowd of 870 people assembled in two halls . 

The operators traded pictures after a showing, keep- 
ing both groups entertained. 

The pictures, taken from the health department film 
library, related to water supplies, tuberculosis, the 
common cold, safety, the value of a physical examina- 
tion, medical care for the baby, the progress of public 
health and the organization and work of a health de- 
partment. 

Dr. Odis Cook of Anadarko was the physician who 
took the lead in sponsoring the picture shows. 

The pictures are available to anyone in the state, and 
are being used frequently in schools, before civie clubs 
and similar organizations. Hugh Payne, director of 
health education, state health department is the person 
to contact about the health pictures. 

Undulant or malta fever, while not emphasized, is # 
disease which merits the attention of Oklahoma health 
authorities. 

Records of the Oklahoma State Health department 
show that in 1939 there were 372 cases reported. 

During the first three months of 1940 there have 
been 25 cases reported. 

These figures are considered far from complete 
by the health department, as many cases are not report- 
ed on the weekly morbidity cards provided for physicians. 

For a time the morbidity reports were compiled on 
undulant fever from the laboratory tests, but this sys- 
tem has been abandoned, depending upon the reports of 
the physicians. 








Dr. Raymond E. Mulrooney, a fellow in surgery at 
Mayo Clinic, Rochester, Minn., has joined the staff of 
the Hardy Sanitarium in Ardmore. Dr. Mulrooney is 
a graduate of the University of Minnesota Medical 
School. He is a member of Phi Chi medical fraternity 
and the Alumni Association or Residents and Ex-Resi- 
dents of Mayo Foundation. 





Glenwood Sanatorium 


A private hospital for the care and treat- 
ment of mental and nervous disorders. All 
forms of recognized therapy, including Metrazol, 
Camphor, and Insulin, used here by competent 
staff. 

Write For Ful) Information: 
Sidney I. Sewab, M.D Andrew B. Jones, M.D 


Consultant Visiting Neurologist 
Wm. W. Graves, M.D. W. H. Heath, M.D 
Consultant Resident Physician 


Address: Paul Hines, M.D., 
Medical Superintendent 
1300 Grant Road, Webster Groves, Mo. 
Telephone Webster 1056 
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Diaphragms for 
EVERY Condition 


HOLLAND-RANTOS offers a most com- 
plete line of diaphragms. We invite 


inquiries concerning specific conditions. 
e@e 


The H-R Koromex diaphragm (coil 
spring type) is available in sizes from 
No. 50 to No. 105 mm., and is indicated 


for use in all normal anatomies. 


The H-R Mensinga diaphragm (watch 
or flat spring) is available in sizes from 
No. 50 to No. 90 mm. including half 
sizes, and is indicated where there is a 
slight redundancy of the mucosa of the 
retro pubic space, or a slight relaxation 


of the anterior vaginal wall. 


The H-R Matrisalus diaphragm is 
available in sizes—No. 1 to No. 6 cor- 
responding to 65, 70, 75, 80, 85 and 90 
mm. This special shaped diaphragm is 
indicated in cases of cystocele or pro- 
lapse where, owing to relaxed vaginal 
walls, the ordinary diaphragm cannot 
be retained in position. 


Send for copy of “Physician's Diaphragm Chart 
and Fitting Technique” 


HOLLAND-RANTOS CO. Inc. 





37 EAST 18th STREET - NEW YORK 
308 WEST WASHINGTON ST. - CHICAGO 
520 WEST 7th STREET - LOS ANGELES 
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Hearing On New Wagner Hospital 
Bill Summarized 


‘*On Monday, March 18, the Subcommittee of the 
Committee on Education and Labor held hearings in 
Washington on bill S. 3230 introduced by Senator 
Wagner for himself and Senator George. This is the 
Wagner bill to make available hospital facilities for 
needy areas,’’ The Journal of the American Medical 
Association says in a recent editorial summarizing the 
hearing. ‘‘The legislation was requested by President 
Roosevelt in a special message sent to Congress on his 
birthday. 

‘*At the morning session Senator Wagner opened the 
hearing with a statement of the reasons for the intro- 
duction of this bill. He also stated definitely that he 
did not anticipate a report on the original Wagner bill 
at the present session of Congress but that he had not 
abandoned the bill and would expect a report at the 
next session. Ur. Thomas Parran, Surgeon General of 
the United States Public Health Service, explained the 
objectives of the bill and the significance of the various 
passages. For the American Medical Association there 
appeared Dr. Olin West, Secretary and General Mana- 
ger, who called the attention of the committee to the 
platform of the American Medical Association and to 
the memorandum which had been left with the President 
of the United States by a special committee appointed 
by the House of Delegates, of the Association. These 
have previously been published in The Journal. Dr. 
R. G. Leland discussed the costs of building hospitals 
and costs of maintenance and indicated the necessity 
for a careful study of the costs of construction and 
maintenance in relationship to the building of such 
hospitals as are contemplated under this measure. 

‘*Dr. Morris Fishbein, editor of The Journal, pre- 
sented an analysis of the bill, indicating that section 2 
of the bill does not define any time limitation what- 
ever on the operation of the measure or indicate the 
possibility of incorporation of this measure in any fu- 
ture act. He indicated also the desirability that the 
National Advisory Hospital Council to be established 
under this measure should be given real authority, with 
the Surgeon General as chairman, as this measure may 
well be taken as a pattern for future legislation in 
relationship to the care of the sick. Under section 5 of 
the act it seemed desirable that the proposed advisory 
council be authorized to carry out provisions of the act, 
to formulate the standards, rules and regulations, re- 
view reports and inspections, and otherwise manifest 
actual authority rather than to act merely as an ad- 
visory body. Under section 6 of the act, the wording 
should be such as to limit the operation of the act ex- 
elusively to the conduct of the hospitals provided under 
the act, so that the act might not be used as authority 
for the Surgeon General of the United States Public 
Health Service to engage in general hospital surveys, 
inspection of professional services or the standards of 
hospitals. 

‘*Special attention was called to part H of section 6, 
since the act makes no provision for disposal of the 
proposed hospitals should the leases be terminated by 
the Surgeon General. The suggestion was made that 
perhaps the Surgeon General should be authorized to 
negotiate with some other special agency for taking 
over the hospital, or that arrangements be made for 
the individual states to underwrite maintenance of such 


institutions, should local communities find it impossible 
to carry out their functions. It also seemed desirable 
that this section of the act forbid specifically that the 
federal government endeavor to man or maintain these 
hospitals. Attention was also called to a portion of 
section 7 of the act, which indicates that the Federal 
Works Agency be entitled to expend out of its appro- 
priations such sums as may be necessary for the comple- 
tion of these projects and without regard to specific 
limitations imposed on the use of the funds of the Fed- 
eral Works Agency. Obviously this is a serious clause, 
because it removes limitations now existing on the Fed- 
eral Works Agency as to the amount of money that 
may be spent on individual projects, and furthermore 
because it would permit expansion of the total sum 
available far beyond the actual appropriation. Thus the 
Federal Works Agency could provide all the costs of 
labor in the building of new hospitals to be constructed 
under this act. 


‘*The recommendation was also made that the term 
‘hospital’ as used in the act shall be limited to physical 
facilities necessary for the care of the sick rather than, 
as now stated, ‘for the prevention, diagnosis, or treat- 
ment of disease, and for the protection of the public 
health.’ This seems important, since there is a wide 
divergence of opinion as to whether or not such hos- 
pitals shall be used as headquarters for public health 
agencies of the county, state or other organizations to 
which a lease is granted or whether or not the hospital 
be devoted wholly to the care of the sick. Dr. W. D. 
Cutter of the Council on Medical Education and Hos- 
pitals, of the Association, supplied complete data regard- 
ing distribution of and need for hospitals. 


‘*Present at the hearing were Senators Taft of Ohio, 
Ellender of Louisiana, LaFollette of Wisconsin, George 
of Georgia, Wagner of New York and the chairman, 
Senator Murray of Montana, and for a brief time also 
Senator Thomas of Utah. Senator Taft was particularly 
insistent in pointing out that the present measure aban- 
dons entirely the technic of grants in aid with matching 
appropriations. He was definitely opposed to the setting 
up of a chain of federal hospitals, feeling that the 
right to control such hospitals must rest with the indiv- 
idual states. Under no circumstances, he insisted, should 
federal institutions be permitted to interfere with non- 
profit, voluntary or other private institutions. He also 
ealled attention that section of the act which creates a 
new principle in relationship to the use of Federal Works 
Agency’s money and WPA workers in construction of 
such institutions, insisting that preference might well 
be given unemployed labor and recognized workers con- 
cerned with the construction industry. 

‘* At the afternoon session appeared Dr. John Peters, 
Mr. Ferguson representing the Federal Works Agency, 
Dr. Bert Caldwell for the American Hospital Associa- 
tion, Rev. P. R. Zwilling for the Protestant Hospital 
Association, and Monsignor William F. Montazon for 
the Catholic Hospital Association. Abstracts of their 
statements will be published as they beeome available. 

‘*Presumably the subcommittee will now prepare a 
new draft of the bill, incorporating such suggestions as 
were made which it thinks desirable. Just as soon as 
such a new draft betomes available, it will be given con- 
sideration by the Board of Trustees of the American 
Medical Association, and the membership of the Asso- 
ciation will be informed as to the point of view of the 
Board with regard to the measure.’’ 
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The First Texas Chemical Mfg. Co. 


wishes to take this opportunity 


to thank you for your splendid co-operation and 


warm hospitality that you show 


our detail men 
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We have supplied the medical profession, through ethical 
channels, with Pharmaceuticals and Seasonable 
Specialties for 40 years 
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First Texas Chemical Mfg. Co. 


STANDARDIZED PHARMACEUTICALS 
Dallas, Texas 
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Army Experience for Physicians Offered 


An interesting medical corollary to the augmentation 
of the United States Army during 1940 and 1941 and 
to the planned large scale Army maneuvers during the 
spring and summer of 1940 is the broad medico-military 
experience which a great number of civilian physicians 
will receive. Medical Reserve officers are being used 
to augment the entire Army Medical Service, which in- 
eludes everything from small unit installations to large 
Station Hospitals, General Hospitals, and hospitals de- 
signed primarily for the treatment of specific types of 
cases, 


Physicians under 35 years of age who are desirous 
of obtaining extended active duty with the Army but 
who do not hold Reserve commissions are being offered 
appointments in the Medical Corps Reserve in the grade 
of First Lieutenant, in order to permit them to be 
placed on such duty. Captains and Lieutenants are at 
present being offered excellent assignments throughout 
the continental United States, and it is hoped that 
authority will be granted to actually permit some offi- 
cers to go to Hawaii and Panama. 


In addition to having a new and very busy experience 
in the practice of medicine, the average officer finds 
the pay and allowances attractive. The pay and al 
lowances for a married First Lieutenant amount to 
approximately $263.00 a month; for a single First 
Lieutenant to approximately $225.00 a month; for a 
married Captain to approximately $316.00 a month; 
and for a single Captain to approximately $278.00 a 
month. In most cases the above pay and allowances 
would apply inasmuch as Government quarters are not 
usually available for officers on extended active duty. 
In the few instances where Government quarters are 
available, the amount would be $40, $60, $60, and $80 
less per month respectively. In addition, the officer 1s 
reimbursed for mileage traveled from his home to his 
station, and upon completion of his tour of duty is 
reimbursed similarly for the travel to his home. 


Application for one year of active duty, or for ap- 
pointment in the Medical Corps Reserve with a view to 
obtaining one year of active duty with the Army, should 
be requested at once by a letter addressed to the Com- 
manding General of the Corps Area where in the phy- 
sician permanently resides. In addition, the applica- 
tion should contain concise information regarding perm- 
anent address, temporary address, number of dependents, 
earliest date available for active duty, and that intern- 
ship has been (or will be) completed; and it should be 
accompanied by a report of physical examination re- 
corded on the Army Form W.D. A.G.O. 63, which may 
be obtained from any Army station. From the group of 
Reserve officers placed on extended active duty since 
August, 1939, over 25 per cent of those within the age 
requirements of 32 years of age or less for commission 
in the Regular Army Medical Corps found military serv- 
ice sufficiently to their liking to cause them to take en- 
trance examinations for the Regular Army. 

Headquarters for the Corps Areas are as follows: 

First Corps Area (Maine, New Hampshire, Vermont, 
Massachusetts, Rhode Island, Connecticut) Army Base, 
Boston, 9, Mass. 

Second Corps Area (New York, New Jersey, Delaware) 
Governors Island, New York. 

Third Corps Area (Pennsylvania, Maryland, Virginia, 
District of Columbia) Post Office and Court House, 
Baltimore, Md. 

Fourth Corps Area (North Carolina, South Carolina, 
Georgia, Florida, Alabama, Tennessee, Mississippi, Louis- 
iana) Post Office Building, Atlanta, Ga. 

Fifth Corps Area (Ohio, West Virginia, Indiana, Ken- 
tucky) Fort Hayes, Columbus, Ohio. 

Sixth Corps Area (Illinois, Michigan, Wisconsin) Post 
Office Building, Chicago, Ml. 

Seventh Corps Area (Missouri, Kansas, Arkansas, Iowa, 


Nebraska, Minnesota, North Dakota, South Dakota) New 
Federal Building, Omaha, Neb. 

Eighth Corps Area (Texas, Oklahoma, Colorado, New 
Mexico, Arizona) Fort Sam Houston, San Antonio, 
Texas. 

Ninth Corps Area (Washington, Oregon, Idaho, Mon- 
tana, Wyoming, Utah, Nevada, California) Presidio of 
San Francisco, San Francisco, Cal. 





Medical Division in Trade Commission 


Announcement has been made of the establishment of 
a medical advisory division in the Federal Trade Com- 
mission in Washington to have the same status as other 
divisions. The director of the new unit will be Dr. Knox 
E. Miller, senior surgeon, U. 8S. Public Health Service, 
who has been on duty with the commission since 1938 
as technical consultant to advise on medical and other 
claims made in advertising of foods, drugs and cos- 
metics. 

The medical advisory division will take the place of 
the medical advisory section and the following per- 
sonnel in the advisory section has been transferred to 
the division: Drs. Miller, Charles F. Church and Fred- 
erick C. Warnshuis, Miss Beatrice Ruffin and Mrs. 
Frances Tatum. 
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DOCTOR-DRUGGIST, registered in Oklahoma but 
temporarily out of practice, wants to do relief work for 
some doctor. Prefer good farming community or coal- 
mining town. Good references. Address correspondence 
to 210 Plaza Court, Oklahoma City. 


86c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 





For Ethical Practitioners Exclusively 
(50,000 Policies in Force) 














Liberal Hospital Expense $10.00 
Coverage per year 
$5,000.00 accidental death $33.00 
$25.00 weekly indemnity, accident & sickness per year 
$10,000.00 accidental death $66.00 
$50.00 weekly indemnity, accident & sickness per year 
$15,000.00 accidental death $99.00 


$75.00 weekly indemnity, accident & sickness per year 





38 years under the same management 
$1,850,000 INVESTED ASSETS 
$9,000,000 PAID FOR CLAIMS 
$200,000 deposited with State of Nebraska for our 
members’ protection 


rae —- 7 poe on not be incurred in line of duty — 
benefits from beginning day of disability 
Send for applications, Doctor, to 
400 First National Bank Building OMAHA, NEBR. 

















| Sil 


abli 
qua 
and 
hea 
anc 
care 
trai 
Sec 
act, 
for 

and 
Act 





*D 
Medic 





